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H. L. FREEMAN, M.A., B.M., B.Cu., D.P.M. 


W. A. J. FARNDALE, B.Como., F.H.A. 


Current aspects of 
psychiatry in Great Britain 


PART 2: RECENT DEVELOPMENTS IN BRITISH 
MENTAL HEALTH SERVICES 


“In no field of medicine have there been 
more marked changes than in psychiatry 
since the introduction of the National 
Health Service.” This was a conclusion 
of the Ministry of Health in its report for 
1958. It may be of interest to consider 
some of the more important of these re- 
cent changes, particularly in so far as they 
affect the trend toward treatment in the 
community rather than in_ institutions. 
Day hospitals, domiciliary treatment, out- 
patient clinics, hostels, sheltered work- 
shops, and many other services form part 
of this trend. As yet, these new develop- 
ments have tended to spring up piece- 
meal in various parts of the country and 
represent the advanced outposts of what 
it is hoped will become a comprehensive 
mental health service—one which does not 
as yet exist either in this or any other 


country. In creating such a service, the 
experience of pioneer developments, some 
of which are described here, should be of 
great value. 


PSYCHIATRIC UNITS IN GENERAL 
HOSPITALS 

One of the most significant features of the 
National Health Service has been the set- 
ting up of psychiatric units in general hos- 
pitals. It is hoped that they will end the 
isolation both of staff and patients in 
psychiatry and will place mental illness on 
the same footing as physical illness. Such 
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units, with up to 200 beds, have for some 
time existed in most general hospitals in 
Scandinavia (15). 

In 1950, the Manchester Regional Hos- 
pital Board began a comprehensive ‘pro- 
gramme, designed to shift the main 
responsibility for psychiatric treatment 
away from mental hospitals, by establish- 
ing such peripheral units—‘‘peripheral” in 
the sense of being separate from the large 
mental hospitals which serve their areas. 
The activities of these units tend to be 
closely integrated with the life of the sur- 
rounding community, and their patients 
do not suffer the isolation or stigma often 
resulting from admission to a mental hos- 
pital. Both visiting by relatives and co- 


operation with general practitioners and 
local authority services is much easier, since 
general hospitals are mostly situated with 
a view to keeping in close contact with 


the community they serve. For patients 
who have physical complications, there is 
ready access to all the specialist services 
of a general hospital, whilst convalescent 
patients can easily be transferred to the 
status of day attendance. 

On the other hand, there may be some 
types of treatment not available in smaller 
units, although this has become less likely 
with recent developments. Occupational 
and recreational facilities may not be as 
good as in a larger mental hospital, and 
it may be more difficult to handle grossly 
disturbed or psychopathic patients. 

There may also be some overflow of 
general hospital routine into the psychi- 
atric unit, which may not be helpful to the 
therapeutic atmosphere. 

The fear has been expressed (17) that 
peripheral units may become clogged with 
chronic cases, but with adequate com- 
munity services, there should be less danger 
of this. Experience in the Manchester 
region has shown that mental illness can 
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be comprehensively treated by local units, 
whose admissions have not been unduly 
selective. Admissions to mental hospitals 
from areas such as Oldham, which received 
the first peripheral psychiatric unit at a 
general hospital in the region, have shrunk 
to a mere trickle (9). 


MENTAL HOSPITALS 


The question now arises, however, of what 
is to happen to mental hospitals. Are they, 
after a burst of therapeutic activity, to 
sink back into being merely custodial units 
for chronic patients? This would seem to 
waste the great effort made to improve 
them in recent years and would ignore the 
fact that opinion in psychiatry has been 
subject to pendular swings. It is, after all, 
not many years since progressive British 
psychiatrists were advising the early ad- 
mission to mental hospitals of most cases 
of acute psychiatric illness (5). 

Mental hospitals present, in a sense, two 
separate problems, since, whereas the bulk 
of their patients at any one time are long- 
stay, about three-quarters of new admis- 
sions will be discharged within six 
months (21). There are, thus, two streams 
of patients: one whose composition is rela- 
tively static, and the other changing fairly 
rapidly. Their needs are obviously dif- 
ferent, and it may be questioned to what 
extent either group is adequately treated 
by the mental hospital. 

In this connection, the report of Gar- 
ratt, Lowe and McKeown (10) on mental 
hospital patients from Birmingham af- 
fords valuable information. Of the 3,555 
city residents who were patients, 13 per 
cent were considered to need full hospital 
facilities; 75 per cent needed limited hos- 
pital facilities (supervision for mental 
state or basic nursing); and 12 per cent 
needed none of the traditional hospital 
services. These were regarded as funda- 





mental classes, for which separate types of 
accommodation were required. Long- 
stay ambulant patients need a hostel type 
of accommodation rather than the tradi- 
tional ward unit which is wholly inap- 
propriate to them. Eighty-four per cent 
of the patients in this sample were ambu- 
lant and would thus be suitable for “non- 
traditional accommodation”. The third 
class of patients, requiring none of the 
usual hospital services, could be cared for 
in the community by local health authority 
services. The patients were also subdivided 
on the basis of whether or not they re- 
quired supervision by mentally trained 
nurses. It was estimated that about half 


the patients in the first two classes and 
all in the third class could be dealt with 
by general nurses, but it was not sug- 
gested that there should be a complete 
separation between the treatment of short- 


term illnesses and the care of chronic sick 
and senile patients. 

Several courses of action have already 
emerged in relation to mental hospitals. 
One is to cut down the number of psychi- 
atric patients to more manageable pro- 
portions (as admissions are reduced by the 
work of peripheral units) and make avail- 
able the empty accommodation to other 
specialties. For instance, chronic sick, 
orthopaedic, traumatic surgery, and trans- 
fusion units have moved into Lancaster 
Moor Hospital. This preserves the physi- 
cal and administrative structure of the 
hospital, avoids loss of status by senior 
staff, and goes some way toward creating 
a “Balanced Hospitat Community,” as de- 
scribed by McKeown (20). The essential 
requirements of the comprehensive hos- 
pital are described by him as being: elimi- 
nation of divisions between physically and 
mentally ill and older and younger pa- 
tients; classification of patients according 
to their medical and nursing needs and 
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accommodation of each class in suitable 
buildings; a common medical and nursing 
staff serving all types of patients; and a 
more intimate relationship between hos- 
pital and community. 

Another policy is described by Baker (1) 
as “Breaking up the Mental Hospital” and 
has been introduced as Banstead Hospital. 
Different types of patients are to be treated 
in a series of independent units into which 
the hospital has been divided. Each is 
to have accommodation, treatment, staffing, 
and activities geared to its particular type 
of patient. One unit will be of the hostel 
type for patients who cannot be discharged 
for social reasons, although this is regarded 
as properly a local authority function. An- 
other will be for the active rehabilitation 
of chronic patients, concentrating on their 
social problems, with a view to discharge. 

It is believed that an active treatment 
policy can avoid the development of a 
population of chronic patients, and that 
when the present hard core dies off, they 
will not be replaced. There are many 
attractive features to this scheme, but it 
cannot diminish the geographical separa- 
tion of Banstead from the population it 
serves, and it may be argued that the 
resources required to improve the hospital 
in this way might be better spent on 
creating new psychiatric units within the 
area of the population. It also perpetuates 
the separation of psychiatric patients from 
others. 

New detached psychiatric units have 
been set up containing inpatient beds, day 
facilities, and an outpatient department. 
Examples are the Halliwick Hospital in 
North London and Whitely Wood Hos- 
pital in Sheffield. These units differ 
greatly from prewar mental hospitals, being 
small, pleasantly decorated, and relatively 
informal. They are also generally more 
accessible and, like general hospital units, 
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more readily integrated with the com- 
munity. They benefit, on the whole, from 
specialized staff, spacious grounds, and a 
flexibility of approach between inpatient, 
outpatient, and day care. 

However, services designed purely to 
meet the needs of 1960 can readily become 
obsolete, and it seems likely that in the 
period ahead, more benefit will be gained 
by combining the experience of a series 
of parallel developments. 


INDUSTRIAL THERAPY 


Many mental hospitals now have “sheltered 
workshops” associated either with their oc- 
cupational therapy department or with a 
rehabilitation unit. Material is usually 
taken in from outside firms, and patients 
receive a small payment for the work they 
do. This will generally not be of a very 
skilled nature, but working regular hours 
and receiving any kind of remuneration 
can be an important form of treatment 
for patients who lack sufficient confidence 
to face the outside world again. It is being 
increasingly felt that a realistic work situ- 
ation, at any rate as far as men are con- 
cerned, is greatly to be preferred to the 
“arts and crafts” type of occupational 
therapy. 

Unfortunately, the old cry of “cheap 
labour” may be raised by critics of these 
methods, and it is usually necessary for 
negotiations to be carried out in advance 
with trade unions and other interested 
parties. 

At Cheadle Royal Hospital (27), carnival 
novelties are produced, on a profit-making 
basis, in a small factory. Experienced 
workers from outside are present to work 
side-by-side with hospital patients and act 
as an encouragement to regular, productive 
employment. 

Similar Industrial Centres have been or- 
ganised by local authorities throughout 
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the country. They may employ mental 
defectives and discharged chronic psychi- 
atric patients. There are also workshops 
for the physically handicapped and for 
the elderly, both active and infirm. In 
addition to outside contract work, many 
of these centres do valuable work for local 
authority departments. A factory employ- 
ing only psychiatric patients has recently 
been opened in Bristol. It is the first 
experiment of its kind, aimed at rehabili- 
tating the mentally sick. It will employ 
120 patients at union rates on the assembly 
of ball point pens, etc., and it is hoped 
that the factory will become self-support- 
ing. Initially, the patients will go to the 
factory from the nearest mental hospital, 
and, in the second stage of their rehabilita- 
tion, will be allowed to live at home or 
in lodgings, the final aim being for them 
to enter local industry as ordinary em- 
ployees. Trade unions are supporting the 
project wholeheartedly. 

The Ministry of Labour operates a num- 
ber of Industrial Rehabilitation Units, 
where both physically handicapped and 
psychiatric patients go through a 12-week 
course. This is designed to improve con- 
fidence and physical fitness, to assess the 
work potential of each patient, and to lead 
either to immediate employment or to 
training for a skilled trade. 


OUTPATIENT CLINICS 


The origin of the outpatient service was 
in clinics set up by mental hospitals fol- 
lowing the Mental Treatment Act, 1930. 
These were very limited in their scope, 
and their chief function was to decide 
whether or not a patient should come 
into hospital. Such an attitude has by 
no means entirely disappeared. 

On the other hand, some outpatient 
clinics, which are designed primarily for 
psychotherapy, may have difficulty in dis- 





posing of a patient who needs admission, 
because of a lack of ready access to hos- 
pital beds. It has been pointed out by 
Harris (15) that patients cannot be rigidly 
separated in terms of outpatient or in- 
patient treatment; all clinics should be 
closely associated with an inpatient unit, 
to which their cases can be admitted when 
necessary. It is also possible, in this way, 
to ensure continuity of care by the same 
staff. The other vital point is adequate 
staffing, both by doctors and social workers, 
so that patients’ problems can be fully 
worked out in the outpatient setting. 

Attendances at psychiatric outpatient de- 
partments in England and Wales more 
than doubled between 1950 and 1958. In 
all areas where psychiatric facilities are 
highly developed, there is great emphasis 
on outpatient treatment. In the case of 
the Oldham service, 15 clinic sessions are 
held weekly (for a population of 260,000), 
with some in the evenings or on Saturdays 
to avoid loss of work by patients. It is of 
some interest that in the first six years of 
this district service, the number of new 
outpatients rose steadily, but there has 
since been a definite fall, year by year. 

Outpatient ECT is now a well-estab- 
lished feature of many clinics and is an 
important means of treating patients, with- 
out the necessity for admission. It has, 
in general, proved perfectly safe if patients 
return home by ambulance or in the care 
of relatives; the same is true of day patients. 
However, there are still some hospitals 
which do not agree to treatment being 
given in this way and insist on patients 
who receive ECT either becoming in- 
patients or attending for day care, believ- 
ing that if a patient is ill enough to need 
ECT, he should be admitted. 

The policy embodied in the Mental 
Health Act assumes that, whenever pos- 
sible, treatment will be on an outpatient 
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(or other noninstitutional) basis. To be 
fully effective, however, this will require 
a much wider diffusion of trained per- 
sonnel throughout the clinics. It would be 
generally agreed that the admission of pa- 
tients, simply because there is insufficient 
time in the outpatient clinic to investigate 
or treat them, is a situation to be avoided. 
Harper (13) regards an integrated com- 
munity care service as a natural develop- 
ment of the psychiatric outpatient clinic. 


DAY HOSPITALS 


The English-speaking world discovered 
the value of day hospitals in 1946 when 
two were opened almost simultaneously in 
London and Montreal. Both were un- 
aware of each other’s development at the 
time. 

The original London day hospital was 
first known as the Social Psychotherapy 
Centre, and its treatment based on Adle- 
rian principles. It was absorbed by the 
National Health Service in 1948 and later 
renamed the Marlborough Day Hospital. 
It is a completely independent day-unit, 
independence being considered valuable 
in avoiding the stigma of mental hospitals 
and their institutional attitudes (2). It 
treats about 1,200 cases yearly and is 
obliged to refer very few to mental hos- 
pitals. The director, Dr. Joshua Bierer, 
has stated his belief (3) that a number of 
similar units could largely replace the 
group of old mental hospitals on the out- 
skirts of London. 

For many years, a few day patients had 
attended mental hospitals in this country, 
and equivalent facilities for mental defec- 
tives, in the form of occupation centres, 
started in 1914. However, it was new for 
mental hospitals to have the equivalent of 
a whole ward of day patients; new for de- 
tached day hospitals to be opened away 
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from their parent units; and new for gen- 
eral hospitals to have day facilities for 
psychiatric or geriatric patients. In the 
period 1951-1953, new day hospitals were 
opened at Bristol, Oldham, and the 
Maudsley Hospital, London (14). From 
five day units in 1953, the number has now 
grown to about 70, and many more are 
planned or in preparation. 

There are at present, two main classes 
of day hospitals in this country: those for 
mentally ill patients and those for old 
people and chronic sick. Some units cater 
exclusively to one or the other type of 
patient, such as the Oxford geriatric day 
hospital (6), but many accept both groups. 
In this respect, there seem to be marked 
local variations; several day hospitals in 
the London area deal predominantly with 
acute illnesses in younger patients, whereas 
the Oldham District Service has its day 


facilities geared primarily to the needs of 


senile patients. 
accounted for, to some extent, by variations 
in population structure, availability of local 
services for geriatric and chronic sick pa- 
tients, and the views of individuals con- 
cerned, which may be reflected in a selective 
admission policy. 

Most psychiatric day hospitals are active 
treatment centres which patients may at- 
tend up to five days weekly, as required. 
Criteria for attendance are not uniform, 
but the Maudsley Day Hospital accepted 
the principle that day patients would 
otherwise have been admitted to hospital 
beds (14). 

The Gloucester Day Centre has re- 
ported that it is used for patients who 
would previously have been unwilling to 
accept mental hospital treatment and has 
a valuable role to play in the rehabilita- 
tion of those who are reluctant or not suf- 
ficiently well to leave the hospital (19). 
This would be true of many psychiatric 
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These differences may be: 


day hospitals. In some units, however, the 
emphasis is on a short period of treatment, 
as an alternative to admission, whilst others 
are directed toward social therapy and re- 
habilitation. 

With increasing misgivings as to the ef- 
ficacy of insulin coma and leucotomy—for 
which admission to hospital is essential— 
it seems likely that more patients will be 
in a position to accept day treatment. In 
fact, the revolutionary idea is becoming 
established that, for a significant propor- 
tion of psychiatric patients, day hospitals 
are not a substitute but are actually to be 
preferred to outpatient or inpatient treat- 
ment. 

An extension of the day hospital has 
been the night hospital; the first unit of 
this kind was again at Montreal. The 
Maudsley night hospital was opened in 
1956 to provide accommodation for pa- 
tients who no longer needed active treat- 
ment. They were seen by their doctor 
once weekly and could join in any of the 
evening activities of the hospital if they 
wished. In contrast, at the Marlborough 
Day Hospital, a night treatment centre 
exists to provide active treatment for pa- 
tients who attend in the evenings and then 
sleep the night there. It would seem, then, 
that night hospitals tend to be of two 
kinds: those which are a type of “halfway 
house” and those designed for active treat- 
ment for patients who can only come at 
night, to avoid loss of work. 

Psychiatric day hospitals are generally 
associated with mental or general hospitals 
although not necessarily on the same site. 
There have been cases where day hospitals 
have been unsuccessful, partly because of 
their situation within a mental hospital 
grounds and partly because of being too 
remote from the area where their patients 
live. Generally, however, patients come 
forward more readily for treatment in day 





hospitals, as they feel there is less stigma 
in receiving psychiatric care when it can 
be combined with living at home. They 
are also more willing, on the whole, to com- 
plete an adequate course of treatment, and 
self-discharge seems to be less of a prob- 
lem than with inpatients. Most psychi- 
atric day hospitals are much more informal 
than the conventional hospital and tend 
to be run on group lines, with patients 
participating in the day to day running 
of the unit. A notable example of this 
approach is at the Bethlem Royal Hos- 
pital (8). 

Day hospitals are, in several cases, an 
integral part of a community health serv- 
ice, and examples are to be found at Old- 
ham and Worthing. A unit which makes 
valuable use of voluntary help is Stepping 
Stones House at Bromley (24). This com- 


bines an outpatient department, day fa- 


cilities, and a social club in which patients, 
staff, and local volunteers meet on equal 
terms. The volunteers are found to be 
a valuable intermediary group between 
staff and patients, being generally closer 
to the patients in their social and cultural 
level. 

Similar to day hospitals (although dif- 
ferent in their emphasis) are day centres. 
These are usually organised by local au- 
thorities or voluntary bodies and provide 
day care, on one or more days weekly, for 
aged, infirm, and handicapped persons. 
Their facilities include occupational 
therapy, meals, and social activities, and 
some have special transport arrangements. 

A research project has recently been 
carried out by one of the present authors 
(Farndale 1959-1960) under the auspices 
of the University of Manchester and the 
Nuffield Provincial Hospitals Trust. This 
has revealed great variety in the types of 
day hospitals and day centres. In fact, al- 
most the only common feature is that pa- 
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tients attend during the day and return 
home each night. 

The report (to be published by Perga- 
mon Press, Ltd.) will show that, so far, 
there is very little evidence of any wide- 
spread financial saving as a result of day 
hospitals. Whilst their capital cost can be 
relatively cheap in relation to inpatient 
units, their treatment facilities tend to be 
of a high standard. The result is that 
running costs per patient may be equal 
to those of inpatients in mental hospitals. 
However, within the same hospital, where 
facilities are uniform, day patients may be 
expected to cost less than inpatients. 

Similarly, it was found that there is 
little evidence as yet of a saving in psychi- 
atric beds. Day hospitals may not only 
be treating patients who would not accept 
admission to inpatient units, but may ac- 
tually be creating an additional demand 
for psychiatric treatment. Blacker has 
pointed out (4) that the apparent incidence 
of different conditions tends to vary in pro- 
portion to the services available to treat 
them. 

However, day hospitals are an exciting 
and promising postwar development. They 
mark a great advance in social medicine 
and form an important aspect of the trend 
toward treatment in the community. The 
expenditure of extra money in this direc- 
tion might bring a great return in terms of 
human happiness and service to the men- 
tally ill, as well as being an economical 
method of achieving this object. 


COMMUNITY CARE 


Community care of the mentally ill has 
become a popular slogan, and, while lip 
service is generally paid to the principle, 
actual provision is infrequent as yet and 
relatively undeveloped. There are many 
interpretations of it, from building hostels 
for discharged mental hospital patients to 
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providing outpatient and domiciliary treat- 
ment for those living at home. On the 
basis of the reorientation toward com- 
munity care embodied in the report of the 
Royal Commission, 1957, and the Mental 
Health Act, 1959, local health authorities 
have been directed by the Ministry of 
Health to prepare schemes for this pur- 
pose, with particular emphasis on hostels, 
sheltered workshops, and the provision 
of extra social workers. The importance 
of aftercare is underlined by the frequency 
of readmission to mental hospitals, which 
constituted 46 per cent of admissions in 
1957. 

Particular urgency now attaches to the 
question of the relationship between hos- 
pital and local health authority. In the 
past, a rather artificial distinction has 
tended to exist between the function of 
the former (“treatment”) and that of the 
latter (“aftercare”), with one authority oc- 
casionally making up for deficiencies in 
the services provided by the other. It is 
now increasingly being realised that if 
“community” services were to be provided 
merely by local authorities and voluntary 
bodies, they would remain as isolated from 
the hospital services as before (11). Con- 
tinuity of care and responsibility is the 
vital factor, whoever may be looking after 
the patient at any particular time. This 
may also prevent the chronic psychotic 
patient from being deprived of the benefit 
of community services. 

Changes in the character of mental hos- 
pitals can have a profound influence on 
treatment facilities in the community out- 
side, as well as the hospitals being influ- 
enced by these in their turn. When in- 
stitutionalisation makes chronic patients 
unfit to return to outside life and when 
lack of other geriatric services forces many 
senile patients into the mental hospital, 
it is extremely difficult for such a hospital 
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to function as an active treatment centre. 
Experience at Oxford (6) has shown that a 
well-organised geriatric service with domi- 
ciliary and day care facilities can provide 
for a number of elderly patients who 
would otherwise have to enter the mental 
hospital. Macmillan (18) believes that the 
function of the mental hospital is not 
necessarily altered by community services 
although they may add to its resources and 
lessen the strain on it. 

A number of important experiments in 
community care have been taking place 
in recent years, the majority based on men- 
tal hospitals. Success has been dependent, 
not on the acceptance of some prearranged 
formula, but on a high degree of co-opera- 
tion between hospitals, local authorities, 
and general practitioners. “Each scheme 


can only be successful to the extent that 
personal relationships between individuals 


will allow them to work together” (7). It 
may be of interest to consider here some 
of the measures which have been found 
useful. 

Hospital consultant psychiatrists have 
been given part-time appointments to local 
authorities, whereby they may direct the 
mental health services, as at Nottingham. 
Similarly, Medical Officers of Health have 
been appointed to the management com-. 
mittees of their local psychiatric hospitals. 
In some cases, staff have been appointed 
jointly by two authorities, e.g., an assistant 
psychiatrist at York, a clinical pycholo- 
gist at Oldham, and social workers. Al- 
though staff may be paid entirely by one 
authority, they may spend much of their 
time working for another, by a joint-user 
arrangement. For instance, at Oldham, 
the mental health officers of the local au- 
thority are responsible for all social work 
in connection with psychiatric patients and 
come under the direction of the hospital 
consultant in this respect. At Middles- 





borough, on the other hand, the hospital 
is responsible for all psychiatric social 
work. Hospital social workers at Notting- 
ham operate from the mental health de- 
partment of the local authority, where they 
are provided with office accommodation 
and clerical staff (Westmoreland 1959). 
In a number of areas, mental health of- 
ficers attend hospital outpatient clinics to 
assist in social matters (26). They may also 
accompany hospital consultants on their 
domiciliary visits. 

‘The joint case conference has been 
found to.be valuable in helping to create 
an integrated service. On these occasions, 


doctors, social workers, and other officers 
of both hospital and local authority (some- 
times with general practitioners) meet to 
discuss the most suitable form of care for 
patients in the area. They are particularly 
important for exchanging information at 


the times of admission and discharge of 
patients from hospital and also for keep- 
ing under review those living in the com- 
munity. Before discharging a patient, the 
hospital staff can enquire as to the suita- 
bility of his home circumstances and the 
possibility of providing other adequate 
care in the community. 

Some local authorities, such as York, are 
providing a Mental Health Centre to act 
as a headquarters for both hospital and 
local authority psychiatric staff, a clearing 
house for information and enquiries, and 
a centre for treatment and therapeutic 
social clubs. It is also useful for joint 
staff training and in enabling general prac- 
titioners to obtain advice and help for 
psychiatric problems. 

Domiciliary visits by psychiatrists have 
been a prominent feature of most com- 
munity schemes and are particularly em- 
phasised by the Worthing and Chichester 
Service, which is unusual in having no 
formal links with local authority facilities. 
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In the first year of the Chichester Service, 
73 per cent of the patients referred were 
treated by outpatient, day hospital, or 
domiciliary treatment (25). At Notting- 
ham, an initial visit by the social worker 
is generally preferred since the prelimi- 
nary investigations may take much time. 
The social worker may deal with problems 
in the home and refer the patient to an 
outpatient clinic if necessary. 

The usefulness of extensive home visit- 
ing has been questioned by Harris: “It is 
extravagant in scarce doctor-time and also 
of money. There can only be a few patients 
needing prolonged specialist attention and 
unable to travel to hospital who would not 
really be better off in a hospital bed” (14). 
Against this must be set the much deeper 
awareness of a patient’s real situation, 
which can come from seeing him in his 
natural surroundings and the opportunity 
of advising the relatives on detailed man- 
agement. Leigh (16) reported that in a 
large series of domiciliary visits, depres- 
sive illnesses formed by far the biggest 
group. 

The patient’s home would often seem 
to be the place where a decision as to the 
most suitable form of treatment could 
best be made by the psychiatrist. It is also 
in the home that adjustment of interper- 
sonal relationships and treatment of the 
family as a unit may be attempted. How- 
ever, when the resources of the family and 
those of the supporting domiciliary and 
community services are exhausted, there 
should then be ready access to inpatient 
treatment. 

Halfway annexes have been found valu- 
able for the chronic patient whose. be- 
haviour does not require him to remain 
in the hospital, but who is unable to be 
discharged directly because of insufficient 
family and other social contacts. Mandel- 
brote (19) has described the value of such 
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units at Gloucester which ease the passage 
of many chronic patients to life in the 
community outside. It is believed that 
many such hostels will be provided by 
local authorities for psychiatric ex-patients, 
for the mentally subnormal, and for the 
elderly and infirm, who do not need regular 
medical or nursing care. However, not 
all these categories would necessarly be in- 
cluded in the same hostel. 

During the day, the occupants of these 
hostels may attend a day hospital, a train- 
ing centre or sheltered workshop, or go out 
to normal work. Training centres are 
provided by local health authorities and 
are frequently equipped for simple indus- 
trial processes. Over 300 of them exist 
for the mentally subnormal, but few cater 
as yet to psychiatric patients. The ex- 


tension of such facilities, e.g. in sheltered 
workshops and factories, is regarded as an 


essential aspect of community mental care. 

Community treatment has many impor- 
tant social advantages. Families are, as a 
rule, tolerant of much disturbed behaviour 
as long as the patient remains with them. 
However, once a patient has been admitted 
to the hospital, an attitude of rejection 
may develop and a closing of the family’s 
ranks, so that his return to normal life 
can become extremely difficult. This is 
particularly likely to occur in the case of 
the elderly. If community treatment is 
possible, the patient keeps his position in 
the family and in society and may be able 
to remain at work. He is also less likely 
to develop an attitude of overdependence, 
as a result of the hospital regime, or to 
hand over all responsibility for his future 
to others. The community, on its side, 
must show an attitude of tolerance to those 
who are imperfectly adjusted to its re- 
quirements and not regard removal out of 
sight as the only way of dealing with 
aberrant behaviour. Without such toler- 
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ance, effective community treatment can- 
not be a reality. 

There is, however, a limit beyond which 
families cannot be expected to support the 
disturbed behaviour of relatives, and it 
would obviously be pointless to leave such 
patients in the community if they were 
thereby to cause further psychiatric illness 
in those looking after them. In any case, 
the programme ahead is an enormous one, 
and in many areas, hospitals and local au- 
thorities will be starting almost from 
nothing in developing their community 
services. 


SOCIAL WORK AND NURSING 


There has always been a shortage of psy- 
chiatric social workers in this country, re- 
lated partly to their training and poor 
salaries. In order to obtain help in the 
manifold problems which come within the 
field of social work, attempts have been 
made to use other categories of workers for 
this purpose. 

The mental health officers of the local 
authorities have, with recent develop- 
ments, been less preoccupied with their old 
legal and compulsive functions. In a num- 
ber of areas they have been assisting in 
social work and, where psychiatric social 
workers are unobtainable, have sometimes 
been entirely responsible for it. This has 
been the case with the Oldham District 
Service where each officer now carries out 
about 1,000 home visits yearly, and the 
necessity for the admission of patients 
under legal orders has steadily diminished. 
The important features in this case are: 
firstly, practical training in case work 
within the service, and secondly, the con- 
centration of all those engaged in social 
work under a unified direction. 

Social work is also being done by men- 
tally trained nurses, e.g. from the out- 
patient clinics of Warlingham Park Hos- 





pital and in an active rehabilitation unit 
at Banstead Hospital (1). At De la Pole 
Hospital, a charge male nurse acts as an 
appointments officer for the day patients, 
dealing with rehabilitation and employ- 
ment. In such cases, it would presumably 
be desirable for the nurses to undergo 
special training (such as that organised by 
the National Association for Mental 
Health) and to work under the supervi- 
sion of a psychiatric social worker. How- 
ever, it may be objected that the basic 
orientation of social work training is quite 
different from that of nursing, as are the 
qualities looked for in the two professions. 
In other words, to give a nurse social work 
duties does not make a social worker. 

It may also be objected that, in view of 
the very severe shortage of trained nursing 
staff, it would hardly seem wise to take any 
out of the hospitals for this purpose. How- 


ever, domiciliary and other social work 


would appear likely to improve the 
interest attached to mental nursing and 
might, therefore, stimulate recruiting. In 
some areas, nurses may be the only staff 
available with experience of handling pa- 
tients, and may possibly be able to fill the 
gap in social work to some extent. 

This raises other issues in connection 
with the role of the nurse in modern psy- 
chiatric treatment. In many psychiatric 
units—particularly in day hospitals—the 
necessity for the traditional nursing func- 
tions has been very considerably reduced. 
In some cases, this situation has been 
acknowledged, in that conventionally 
trained nursing staff are used only in con- 
nection with physical treatments or drugs. 
The rest of the nonmedical staff, which is 
mostly engaged in what may be described 
as “supportive work”—talking to patients 
and their relatives, arranging group activ- 
ities, supervising meals and chores—con- 
sists of social or occupational therapists. 
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Examples of this state of affairs are the 
Marlborough Day Hospital and the Bel- 
mont Social Rehabilitation Unit. 

We have already referred to the opinion 
of Garratt et al.(10) that much of the 
purely nursing work in connection with 
psychiatric patients could be done by gen- 
eral nurses. There would, therefore, seem 
to be an opportunity for a change of 
emphasis in the role of the psychiatric 
nurse—with development of special skills 
in working with groups and in supporting 
the individual patient. However, this ques- 
tion is closely bound up with the future 
form of the psychiatric hospital. There 
would be much more scope for such a 
nurse in a day hospital or psychiatric de- 
partment of a comprehensive hospital than 
in a mental hospital of the traditional 
type. With a new role of this sort, she 
would perhaps no longer be regarded as 
the Cinderella of the profession. 

The health visitor works in a related 
field and has special functions in connec- 
tion with maternity and child welfare and 
with the care of sick persons in their 
homes. She could undoubtedly contribute 
much to the domiciliary work of com- 
munity mental health services, particularly 
in so far as they affect mothers and chil- 
dren. Hargreaves (12) has suggested that, 
by supervised case work, the psychiatrist 
and psychiatric social worker can con- 
tribute their special knowledge to the 
health visitor for her role as health coun- 
selor and guide to the family. At Cardiff, 
there are specialised health visitors, one of 
whom visits cases requiring specialised 
psychiatric experience (22). However, as 
things stand at present, it would seem pre- 
mature to regard the health visitor as 
adequately trained for social work in con- 
nection with psychiatric patients. 

The position of all social workers is now 
in the meltingpot as the result of the 
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Younghusband Report (1959) which has 
recommended the laying down of national 
standards of training and status and the 
integration of social workers in a variety 
of services. With the development of the 
Welfare State it has become increasingly 
apparent that there is much fragmentation 
of effort in dealing with individual social 
problems and much overlapping of ma- 
chinery and staff. The Report advises that 
the functions of social workers should be 
less specialised and that there should be 
three classes, each dealing with problems 
of a particular complexity. All three 
classes might work with any case requiring 
help, but individual social workers would 
have special knowledge of particular prob- 
lems. 

Clearly, the development of community 
mental care will be profoundly affected by 
the fate of these proposals in connection 


with the supply of social workers, the 
adequacy of their training, and the co- 
ordination of specialised welfare services. 
However, social work in mental health is 
also bound up with the functions of med- 
ical and nursing staff and with the char- 
acter of the services in which they practise. 


CONCLUSION 


The new era in mental health presents 
formidable problems of building, train- 
ing staff, and, particularly, finding the 
best methods for co-operation among the 
three branches of the National Health 
Service: the hospitals, local health author- 
ities, and general practitioners. The dif- 
ficulties of co-ordination are increased by 
the fact that the areas covered by each of 
the individual services are geographically 
different. However, Britain aims at bring- 
ing the standard of treatment of mental 
illness up to that of physical illness. The 
two are also to be merged, as far as 
possible, by providing psychiatric treat- 
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ment at general hospitals and making in- 
formal admission the rule rather than the 
exception. There is, fortunately, a greater 
public sympathy for the mentally ill and a 
willingness to accept them in the com- 
munity, whilst still continuing treatment. 

In the period ahead, new hospital and 
hostel building will take place, standards 
of accommodation and staffings raised, ad- 
ditional outpatient clinics, domiciliary 
services, day hospitals, and day centres 
provided, more psychiatrists, nursing staff, 
and psychiatric social workers trained, and 
more money spent on research and public 
relations. Treatment should thus become 
more effective, and mental illness bear less 
of a stigma. By such means, a better future 
is being created for the mentally afflicted 
in Britain. 
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LEON B. COHEN, Pu.D. 


The extramural volunteer 


When the literature on volunteer services 
was surveyed recently, no reference was 
found to the beginning and early develop- 
ment of volunteer activities in neuropsychi- 
atric hospitals. The apparent absence of 
any recorded data on this subject is espe- 
cially striking when one considers the 
burgeoning literature dealing with volun- 
teer activities. In a personal communica- 
tion, Helen Yast, librarian of the American 
Hospital Association, stated: “Though our 
files of literature on volunteer services are 
bulging, all authors seemed to have 
avoided the inclusion of historical infor- 
mation.” 

A concern with this question may be 
more than academic. If, as this author 
assumes, the current utilization of volun- 
teer services in mental institutions repre- 
sents, in large part, a direct application 
and extension of the techniques and prac- 
tices that were evolved previously in gen- 
eral medical and surgical hospitals, taking 
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into account the unique attributes of the 
psychiatric patient could result in some 
different approaches to the use of volun- 
teers. Before describing one such ap- 
approach, some of the distinctions between 
general medical and surgical and neuro- 
psychiatric patients that are germane to the 
substance of this paper will be discussed. 

Of paramount importance is the fact that 
the GM&S patient maintains his affective 
ties with his family and community. Since 
his relationships with these agencies are 
presumably largely positive, the illness or 
injury which necessitates his separation is 
disruptive, and he is eager to leave the 
hospital to rejoin his family and friends. 
Rarely will the patient with healthy in- 
terpersonal relationships elect to forego 
these in favor of the regressive level of 
adjustment fostered by prolonged hos- 
pitalization. 

The chronic schizophrenic, on the other 
hand, has not developed satisfactory rela- 
tionships with others. He has not experi- 
enced, in an enduring manner, the gratifi- 
cation and security that interpersonal in- 
volvements are capable of providing. His 





relationships with members of his family 
are characterized by ambivalence, often by 
overt suspicion and resentment. Separa- 
tion from the hospital for the chronic 
schizophrenic ‘probably entails not only the 
return to an outside world that is still per- 
ceived as threatening and rejecting but also 
the severance of relationships with person- 
nel whose warmth and interest contributed 
to his improvement. This way of regarding 
the schizophrenic’s possibilities may shed 
some light on the slowness of his remission, 
his reluctance to leave the hospital, and 
the disturbingly high incidence of his 
relapse. 

The neuropsychiatric patient differs 
from the general medical and surgical pa- 
tient in another significant respect: namely, 
that he is usually ambulatory during his 
entire residence. This factor is of the 


greatest importance because it opens the 
door to his participation in therapeutic 


activities outside the hospital. As he ex- 
periences the external world in the com- 
pany of people who are more accepting 
and understanding, he may learn to regard 
it more favorably. Relationships can de- 
velop which may expedite his remission 
and secure his restoration. 

Thinking in this direction was stimu- 
lated by the previously reported observa- 
tion that chronic schizophrenic patients 
tended to perform at a higher level when 
interacting with people outside the hos- 
pital milieu than they customarily dis- 
played in their daily ward behavior (1). 
Unfortunately, these brief excursions into 
the community occurred all too infre- 
quently and usually brought the patients 
into contact with different people on each 
trip. In order to increase the number of 
extra-hospital experiences and to provide 
continuity in the contacts between patients 
and members of the community, the idea 
of an extramural volunteer was conceived. 


Extramural volunteer 


COHEN 


The purpose of this paper is to intro- 
duce the extramural volunteer and to de- 
scribe how she has functioned with women 
patients at Winter VA Hospital (nervous 
and mental) during the 18-month period 
that the author was associated with the 
project. Mention will be made also of the 
measures that are currently being consid- 
ered to improve the organizational struc- 
ture of the program. 


THE EXTRAMURAL VOLUNTEER 


As is required of all members of the Vet- 
erans Administration Voluntary Service, 
the extramural volunteer participates in 
the orientation and indoctrination pro- 
cedure and enjoys the privileges accorded 
the regular volunteers (2). However, the in- 
dividual who renders her service on an 
extramural basis has little occasion to ap- 
pear personally at the hospital. Typically, 
she functions within the boundaries of 
her own home, although she may also in- 
vite patients to activities elsewhere. Since 
she schedules activities at her own con- 
venience and all arrangements are made by 
telephone, she needs only to call the secre- 
tary of the Female Service to make known 
the kind of event that is planned, the time 
and place it will be held, and the number 
of patients that may attend. Transporta- 
tion is usually provided by a hospital 
vehicle, although patients may elect to 
travel in a public conveyance at their own 
expense. If the volunteer wishes to report 
or inquire about a particular patient’s be- 
havior, she can do so by telephone. 


ORGANIZATION AND TRAINING OF 
THE CHARTER VOLUNTEER GROUP 


The original volunteers were a group of 
young women who belonged to the same 
church guild. Because of its size, the guild 
was divided into two sub-groups which met 
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independently one evening a week to pur- 
sue their social welfare goals. Consistent 
with the general aims of the guild, but 
nevertheless representing a radical de- 
parture from their usual meetings, each of 
the groups invited a. different group of 
women patients to a social evening in the 
home of one of the guild members. The 
author was the only male among the dozen 
or so guild members and an equal number 
of patients that attended each function. 

After each social, the author remained 
with the guild members to answer their 
questions, to help clarify their feelings 
about the experience, and to present the 
concept of the role of the extramural vol- 
unteer. In the spirited discussions that 


ensued, many guild members remarked 
that they were unable to distinguish most 
of the patients from their own members, 
so well did the patients conduct them- 


selves. The idea of functioning on an 
extramural basis was received very favor- 
ably, and several members of each group 
pledged their participation, pending en- 
dorsement of the project by the guild 
membership as a whole. When the entire 
guild voted to allow those members who 
wished to serve as extramural volunteers 
to do so, 10 appeared at the next scheduled 
Voluntary Services orientation and indoc- 
trination course. 

The last of the three orientation ses- 
sions was devoted to additional training 
for the volunteers and discussion of mat- 
ters pertaining to the operation of the pro- 
gram. Because the volunteers felt more 
comfortable in group activities, they de- 
cided to schedule an evening social for a 
group of patients every third week. In- 
vitations to individual patients were to 
grow out of the contacts established in the 
group socials. Prior to extending such an 
invitation, however, the volunteer was to 
get the approval of the patient’s physician. 
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The latter was to make available to the 
volunteer any specific information about 
the patient that would be useful. As in 
her interactions with patients in the group 
setting, the volunteer was instructed to 
notify the physician concerning significant 
changes in the patient’s behavior or prob- 
lems that arose in the relationship. To 
encourage compliance with these instruc- 
tions, it was pointed out that the volun- 
teer would receive considerable reassur- 
ance and support from a discussion of her 
interactions with the patients. 

The need for good feedback also was 
reinforced by reminding the volunteers 
that they were co-operating in a pioneer 
venture and that their reports would be 
instrumental in evaluating the program. 
This emphasis probably served to heighten 
their motivation as well as to imply that 
categorical answers were lacking to many 
questions they might raise. To one of 
these—how the volunteer ought to relate 
herself to the patient—it was suggested 
that, in general, accepting the patient as 
a worthy individual and reacting with 
warmth and spontaneity might promote 
the kind of friendly relationship that 
would be helpful. 

As supplementary training, the author 
revealed that he planned to attend a num- 
ber of the evening activities and would be 
available for discussion following the pa- 
tients’ departure. The volunteers were 
told that the chronic schizophrenic patients 
selected for participation were members 
of the same occupational therapy group 
and were receiving group psychotherapy. 
Knowledge of the patients’ reactions to the 
socials, obtained in the group meetings, 
would be used to alter the program as the 
situation warranted it. To be sure, it was 
pointed out that any suggested changes 
would not be implemented without the 
volunteers’ approval. 





The author’s decision to be present at 
several socials also was motivated by the 
desire to expedite the smooth operation 
of the program and to allay the volun- 
teers’ anxieties. Concerning the latter, the 
volunteers were informed that the patients 
would be screened to exclude those that 
might create a disturbance and that, as an 
added precaution, hospital attendants 
would be present at the group socials. 

Anticipating the next section in which 
the extramural program will be described, 
it may be stated now that there has not 
been a single instance of untoward be- 
havior by a patient. This has been the 
case regardless of the number of patients 
and volunteers participating in the par- 
ticular activity, and despite the fact that 
the patients were unescorted by attendants 
after the third social. With the full con- 
sent of the volunteers, the attendants were 
withdrawn when the patients complained 


in a group therapy session that the attend- 
ants’ presence reminded them of their 
patient status and that this interfered with 
their enjoyment of the activity. 


DESCRIPTION OF THE EXTRAMURAL 
PROGRAM 


The success of the first social which 
launched the extramural program was 
verbalized by the volunteers in the dis- 
cussion which followed and confirmed by 
the patients when they convened for the 
next group therapy session. However, it 
became very clear in this therapy meeting, 
as in every other one which followed a 
group social, that the extramural activities 
raised a considerable amount of tension 
in the patients (3). After the patients had 
attended about six such functions, they 
indicated that they would not care to ac- 
cept any more group invitations. 
Because avoiding participation in the 
extramural program was viewed as a form 
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of resistance, the staff was of the opinion 
that the activity should be placed on a 
prescription basis. This did not occur for 
two reasons. First, the patients now were 
highly involved in the discussion of im- 
portant personal material. Second, the 
volunteers opposed the idea on the grounds 
that they would not feel comfortable if 
the patients were compelled to attend the 
socials. This was the determining factor 
in abandoning the prescription proposal. 

It was decided to make the extramural 
activities available to another occupational 
therapy group, but when a similar se- 
quence of events took place, the program 
was opened to all schizophrenic patients 
on the Womens’ Service who were able to 
attend extramural activities. A roster was 
drawn up of those patients who were con- 
sidered to be most in need of the socializing 
experience, and these were solicited first 
when a group social was in the offing. 
Among the group, frequently, were pa- 
tients whose presence was specifically re- 
quested by some of the volunteers. During 
the first nine months that the program op- 
erated in this fashion, patients did not 
have the opportunity to discuss their re- 
actions to the extramural activities in a 
group setting. Nevertheless, there is reason 
to believe that many patients profited from 
merely attending the activities. 

The volunteers have provided the pa- 
tients with a broad range of activities. 
Regarding the socials: these have occurred 
during the day and evening and were ar- 
ranged for small and large groups of pa- 
tients. Parties in celebration of a particu- 
lar holiday typically were planned for 
about 20 patients, whereas about half that 
number usually were invited to the ordi- 
nary social. Groups of about 10 patients 
generally were requested for such daytime 
activities as the mid-morning coffee or the 
afternoon card party. 
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Frequently, the volunteers, singly or in 
pairs, invited individual patients, alone or 
in small groups, to spend part of the day 
with them. On these occasions, the patient 
might accompany the volunteer and her 
family on a picnic, join her on a shopping 
trip, or, as was more often the case, simply 
visit with the volunteer in her home. In 
the latter circumstances, she might social- 
ize with the volunteer as she continued her 
sewing or knitting, acquire some useful 
skills, if the volunteer had such to commu- 
nicate, or help the volunteer with some of 
her routine household chores, if she were 


so inclined. It is interesting to note that 


the spontaneous offering of assistance in- 
creased as individual patients began to 
visit the volunteers more regularly and to 
take cognizance of the social amenities. 
The last large group activity prior to 
the suspension of the program during the 


summer months was the picnic barbecue. 
Twice now the patients have selected this 
activity as the one in which they might 
exhibit their gratitude to the volunteers. 
To the complete satisfaction of the volun- 
teers and staff, the patients have been able 
to accomplish this by contributing to the 
cost of the barbecue, assuming responsi- 
bility for planning the menu, purchasing 
and preparing the food, and seeing to it 
that their guests had an enjoyable eve- 
ning. Needless to say, the bill of fare at 
the barbecue was much more sumptuous 
than it was at any of the volunteer-spon- 
sored social events. 

It was stated previously that the com- 
munication of information concerning 
patients’ behavior at these various activi- 
ties was handled chiefly by telephone. In 
addition to this informal procedure, from 
time to time the author joined the patients 
at an evening social and usually was ap- 
prised of patients’ progress in the discus- 
sion which followed the entertainment. 
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These two techniques proved very satis- 
factory during the initial 18 months of 
the program. 

Recent changes, however, have made 
clear the need to tighten the organizational 
structure in order to improve communi- 
cations between the volunteers and _ hos- 
pital staff. As the program expands, new 
volunteers are being inducted. New staff 
members have been assigned to the pro- 
gram and have brought to it added in- 
sights. Furthermore, the frequency of 
spontaneous communications by the pio- 
neer voluntary group has diminished, pre- 
sumably because the novelty of the pro- 
gram has worn off. 

Two methods are being considered to 
ensure the constant flow of information. 
In the first of these, the one which would 
make minimal extra demands on the vol- 
unteers’ time, the hostess for the occasion 
would be given the responsibility of col- 
lecting the impressions and observations 
of the other volunteers attending the event. 
These would be reported to the hospital 
staff member who called her the next day. 
Since the volunteers take turns serving 
as hostesses, they would share equally this 
data-gathering and reporting function. 

The second method calls for a regular 
monthly meeting between the staff and 
volunteers who interacted with patients 
during the month. Although such a meet- 
ing would alter the strictly extramural 
aspects of the program, it would be the 
most thorough and potentially the most 
effective approach to the problem. The 
plan is to try the first method, and if it 
is found to be lacking, the monthly group 
meeting will be added. 


DISCUSSION AND IMPLICATIONS 

In suggesting that volunteers can make a 
valuable contribution by interacting with 
patients in the extra-hospital environment, 





it is not intended that extramural function- 
ing should replace the traditional intra- 
institutional activites of volunteers, or that 
the former should be carried on at the 
expense of the latter. Rather, the author 
is in full agreement with Dr. Daniel Blain, 
Medical Director of the American Psychi- 
atric Association, when he stated: 


“.,.. that mentally ill patients in all the 
categories need not only special tech- 
niques of diagnosis, treatment, and re- 
habilitation which can only be given by 
those specially trained; but also they 
need, in equal and perhaps far greater 
amounts, the application of social forces 
to assist them to regain their own indi- 
vidual strength and abilities to become 
resocialized and recultivated, and to 
benefit maximally from the technical 
treatment procedures which they are 
given (4).” 


An extramural program can mobilize 
more of the constructive social forces to 


which Dr. Blain alludes. Inasmuch as it 
attempts to reach those members of the 
community who are unable to volunteer 
their services for a variety of reasons, an 
extramural program can markedly increase 
the hospital volunteer corps. For a large 
segment of the population there are many 
obligations and duties within the home 
which require constant attention. Young 
housewives, for example, may have the care 
of young children as well as their homes 
to consider and would have to incur an 
expense for baby sitters, besides transporta- 
tion costs to and from the hospital if they 
choose to serve as volunteers. In addition 
to these factors, which probably are pro- 
hibitive for many potential volunteers, 
there is the matter of regular attendance 
desired of the traditional volunteer which 
many individuals in the circumstances just 
described feel incapable of achieving. It 
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is for reasons such as these that people 
respond favorably to the idea of serving 
on an extramural basis where the patient 
comes to the volunteer’s home and at a 
time convenient to her. 

As the size of the extramural volunteer 
corps expands, more people develop a bet- 
ter understanding and appreciation of the 
emotionally ill patient. Distorted concep- 
tions of the mentally ill are altered sig- 
nificantly as a result of the face to face 
experiences in the extramural setting. And 
while it has not occurred thus far, it is not 
inconceivable that some volunteers may 
make their homes available as foster homes 
and that an actual placement may grow 
out of a particular patient-volunteer rela- 
tionship. 

Besides having a pronounced catalytic 
effect on patients’ involvement in other 
therapeutic activities, relationships with 
volunteers have developed which materi- 
ally influenced some patients’ hospital 
course. As they interacted with friendly 
and understanding individuals from the 
extramural community, patients have been 
prompted to forego their dependence on 
the hospital for protection and security. 
The emotional gratification derived from 
the relationships and their acceptance into 
the volunteers’ homes apparently fostered 
the realization that the external world was 
not populated by alien and rejecting 
people. Because these patients continued 
to visit the volunteers following their sepa- 
ration from the hospital, the extramural 
relationship not only was the patient’s link 
to the outside, but also her stable anchor- 
age in it when she took her place in society. 

Turning now to some implications of 
extramural functioning, although our ex- 
periences for the most part have been very 
encouraging and in a few instances quite 
dramatic, research is needed to provide 
answers to the many questions that the 
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extramural concept raises. Immediately, 
one must wonder about the applicability 
to a male schizophrenic population. 
Would the same total absence of untoward 
incidents characterize the relationships of 
male patients and female volunteers as has 
been the case with our women patients? 
Would female members of the community 
be as ready to volunteer their services on 
an extramural basis if they were asked to 
invite male patients into their homes? 
Would the program be as effective if the 
male patients interacted with male volun- 
teers, and how many of these could be 
enlisted to devote an evening or part of a 
week end to patients? These are but a 
few of the issues that must be settled before 
the proposals to be described can be 
enacted. 

Assuming, for the moment, that the evi- 
dence from controlled studies corroborates 
our belief in the value of the extramural 
concept and demonstrates that it can be 
extended to a male population, it then 
could be incorporated into a hospital re- 
habilitation program. Early in the pa- 
tient’s hospitalization, perhaps when he 
is being presented for diagnosis and ap- 
praisal, the role that extramural activities 
are to play in his rehabilitation would be 
considered. ‘Thought would be given to 
the appropriate time for individual con- 
tacts to begin, the frequency with which 
they ought to occur, and whether relation- 
ships with one or more volunteers should 
be encouraged. 

Patients who are unable to tolerate an 
excessive amount of social interaction and, 
hence, cannot attend the social event, 
might be involved in an extramural proj- 
ect, an activity which is more task-oriented. 
These projects would occur in the volun- 
teer’s home and would be available to small 
groups of patients. The nature and variety 
of the projects would be contingent upon 
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the particular talents or skills of the volun- 
teers and the facilities they have at their 
disposal. An activity of this type, an extra- 
mural cooking class that was to meet once 
a week, was arranged for six women pa- 
tients, but the untimely illness of the vol- 
unteer necessitated its postponement. In 
this activity, the patients were to partici- 
pate in every phase of the operations en- 
tailed in the preparation of a number of 
different recipes. Provisions for habit- 
training also were included in that the 
patients were to be taught how to conduct 
themselves at the dinner table and how to 
clean the kitchen articles they had used 
after they had eaten. The patients were to 
convene for a group meeting when they 
returned to the hospital following each 
class. 

As the patient’s rehabilitation proceeded 
to the point where his discharge was being 
contemplated, cognizance would be taken 
of the relationship he had formed with any 
of the volunteers and the extent to which 
these relationships could be utilized to se- 
cure his extramural adjustment. Often, 
however, patients return to communities 
which are quite far removed from the 
hospital. As a result, relationships with 
people who have been instrumental in 
their recovery process usually are termi- 
nated, and the patients again may feel 
isolated and helpless in a hostile environ- 
ment. To bridge the gap between hospital 
and community and thereby facilitate the 
restoration of these patients, extramural 
volunteer groups could be organized in the 
outlying areas. Distance from the hospital 
would preclude service as a traditional vol- 
unteer but only would limit extramural 
functioning. 

As part of the discharge planning, the 
advisability of continued extramural con- 
tacts would be discussed with the patient. 
If he agreed that they would help him to 





readjust to extra-hospital living, a volun- 
teer group would be notified by mail of 
his pending separation. To pave the way 
for the new relationship, the letter also 
would mention briefly the kinds of extra- 
mural activities he participated in during 
his hospital residency. 

Thus far, the extramural concept has 
been discussed as it might be applied in 
the rehabilitation of schizophrenic pa- 
tients. That it might have important ap- 
plication with ambulatory geriatric patients 
was suggested by an elderly church woman 
who just had been acquainted with the 
extramural program as it has been op- 
erating with female patients and volun- 
teers. After pledging her enthusiastic 
support for the program, she wondered 
whether there was anything for males that 
was comparable to it. She proceeded to 


explain that her husband had been re- 


tired for some time and had been unable 
to gainfully utilize his time. She felt cer- 
tain that he would derive enormous per- 
sonal satisfaction from helping some 
elderly patients. 

It may be that the extension of the 
extramural concept to the ambulatory aged 
patient will enable the forcibly retired in- 
dividual to feel that his services are still 
needed and that he is still capable of mak- 
ing an important contribution. This 
benefit would be over and above the pos- 
sibly significant impact the program may 
have on the patients. 

Finally, it is apparent that the success- 
ful development and execution of such a 
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complex program would require a great 
deal of co-ordination and integration. Since 
it would be quite premature to conjecture 
about the many facets of the program 
where this would be necessary, it will suf- 
fice at this time to merely underscore the 
need. 
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JOSEPH HIRSH 


Help for the living, hope for the dead—Robert 
Green Ingersoll: “Address at a Little Boy’s Grave.” 


Suicide 


PART 5: THE TROUBLE SHOOTING CLINIC: 


PROTOTYPE OF A COMPREHENSIVE 
COMMUNITY EMERGENCY SERVICE 


Every year to the 60,000 estimated success- 
ful suicides and the 300,000 unsuccessful 
attempts must be added the tens of thous- 
ands of alcoholics who fall off the wagon 
and into an alcoholic vortex, dragging 
countless thousands more down with them. 
To these everyday everywhere must still 
be added all sorts of human crises in re- 
sponse to a variety of stress situations— 
about parents and parents-in-law, about 
marriage, separations and divorces, about 
sudden death in the family, about illness 
and accidents—which go to make up the 
hundreds of thousands of people who an- 
nually become the potential objects of vio- 
lence, often ending in injury, disability, or 
death. 





Dr. Hirsh is Associate Professor of Preventive and 
Environmental Medicine, Albert Einstein College 
ot Medicine, Yeshiva University, New York, N. Y. 
This is the final section of his five-part study which 
has been published serially in previous issues of 
Mental Hygiene. 
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What do these people have in common? 

First, they need help, often urgently. 
Second, with the disappearance of the 
family physician from the American scene 
—the traditional fount of counsel and ad- 
vice—they don’t know where to turn for 
help, the central ingredient of which is an 
opportunity to talk to someone. These 
people are virtually all in need of emo- 
tional first aid, first aid which is not and 
cannot be given in the overburdened and 
overcrowded emergency rooms and mental 
hygiene clinics of our hospitals. Many of 
them are also in need of acute or long- 
term medical care. Where such assistance 
has been made available, catastrophe has 
often been averted temporarily, at the very 
least, or prevented entirely. 

For those beyond this precrisis stage, 
who may be actually in patent psychologic 
or physical distress, there is the need for 
medical trouble shooting resources to miti- 
gate the seriousness of distress, permanent 





disability, disfigurement, or death. The 
child who has just been rescued after hav- 
ing been accidentally locked in a deep 
freeze, the infant who has swallowed a cos- 
metic preparation whose formula does not 
appear on the label, the elderly parent bar- 
ricaded in the bathroom threatening to 
swallow some pills in the medicine cabinet 
—all are candidates for medical rescue. To 
be sure, they may be in need immediately 
of police or fire department rescue squads 
but without concurrent medical assistance 
or guidance, the largely mechanical efforts 
of these other important resources often 
may prove to be ineffective. 

Under the most optimistic conditions, 
private practitioners in medicine or psy- 
chiatry can only hope to deal with a frac- 
tion of these problems. As a consequence, 
a variety of specialized medical and para- 
medical groups, agencies, and clinics have 
emerged in recent years to cope with these 
near-tragedies or their consequences. 

Alcoholics Anonymous, which has served 
as a model for other not-quite-so-successful 
organizations such as Gambiers Anony- 
mous and Addicts Anonymous, is also 
serving as the prototype for suicides. 
The Suicide Bureaus of the Salvation Army 
are other examples. In recent years, other 
medical and _ hospital-oriented organiza- 
tions have been set up, such as Rescue, Inc. 
in Boston City Hospital and the Coma 
Center at Flower and Fifth Avenue Hos- 
pitals of the New York Medical College. 

Stimulated by such groups, state and 
local health agencies have entered the field 
of suicide and poison control with the de- 
velopment of specialized centers which 
generally perform one or more of three 
functions. One of these is research involv- 
ing demographic and epidemiologic studies 
of suicides and accidental poisonings, the 
findings of which are made available to 
physicians and others in the community. 
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The second function is the provision of 
information and educational materials to 
the public-at-large. The third is primarily 
an advisory function dealing with prob- 
lems of patient management and control 
as well as referral of patients and their 
families to specialized agencies for long- 
term care and treatment. 

Since poisons represent a very special 
problem in both accidents and suicides, it 
is not surprising to discover that only since 
1953, well over 300 Poison Control Centers 
in some 45 states have been set up through- 
out the country. These are under the 
sponsorship of health departments, medi- 
cal schools, hospitals, and local medical 
societies. 

These centers, most of which have 
around-the-clock telephone service, furnish 
to physicians information on the identifi- 
cation and toxicity of ingredients in trade 
name and commercial products of all kinds 
as well as the most current methods of 
treatment for varous kinds of poisoning. 
For the nonmedical person calling these 
centers for help, emergency first-aid instruc- 
tions are given. Since 90 per cent of these 
centers are located in hospitals, they are 
capable of providing, and indeed do pro- 
vide, specialized treatment services. Other 
nonhospital centers furnish information 
and referral services only. 

Suicide is only one of the many forms 
of violence which, when viewed as a proc- 
ess, may be interrupted by such specialized 
centers at various points before it becomes 
a final act. These centers have already 
proved their worth many times over in 
demonstrating what can be done to prevent 
such catastrophies. But special clinics and 
facilities which are set up to meet each 
particular kind of human problem and 
tragedy are useful, primarily, in calling 
attention to the problem and demonstrat- 
ing what the resources of institutional 
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medicine can do constructively in dealing 
with it. 

A more basic long-range attack can be 
made through an integrated effort in 
emergency service care, a prototype of 
which was started at the Elmhurst Gen- 
eral Hospital in New York City in 1958. 

Elmhurst General Hospital, one of the 
Municipal General Hospitals in the New 
York City system, is located in an area of 
middle-class private homes and middle-to- 
lower middle-class apartment houses in the 
Borough of Queens. It has a capacity of 
970 beds and 170 bassinets. Its primary 


function is to render medical care to those 
in need and often unable to pay for it. 
Yet, above and beyond this call is a 
“Trouble Shooting Clinic” which distin- 
guishes this hospital from its sisters in the 
City. 

This clinic has no special entrance, no 


outward distinction from any other clinic. 
One enters it through the main portals of 
the hospital. The directory simply lists 
it as one of several clinics. An arrowed 
sign or the guard on duty points the way 
to the clinic. Unqueued, less harried and 
less flustered than most City hospital 
clinics, the Trouble Shooting Clinic has 
a receptionist sitting outside of an ante- 
room which serves as a general waiting 
room. Generally, the receptionist is 
quietly involved in an in-take interview, 
referring a patient in the anteroom to a 
specific physician or social worker. If more 
than one patient is at the receptionist’s 
desk and obviously in need of immediate 
attention—marked by anxiety, agitation, 
extreme tension, or volubility—a social 
worker or physician may be called imme- 
diately to take care of the “overflow.” 

The treatment rooms, as in most of the 
City’s modern hospital mental hygiene 
clinics, are directly off double corridors to 
assure uninterrupted quiet. 
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The history of the Elmhurst General 
Hospital Trouble Shooting Clinic is of 
recent origin. It was established in No- 
vember, 1958, and is the brain child of 
Dr. Leopold Bellak, director of physchiatry 
at the hospital. Originally open only one 
evening a week, as soon as word of its ex- 
istence spread throughout the community, 
it had to open two more evenings. The 
clinic is eventually expected to function 24 
hours a day, seven days a week. 

The Trouble Shooting Clinic is part of 
the hospital’s Comprehensive Community 
Psychiatric Program which includes semi- 
nars for those leaders in the community 
who are most likely to come in constant 
contact with candidates for the clinic. 
These include general practitioners, chap- 
lains, lawyers, and law enforcement officers. 

The Trouble Shooting Clinic at Elm- 
hurst General Hospital is a “walk-in” 
clinic. Coleman and Zwerling have pointed 
up the need for such emergency clinics, 
based upon the experience with regular 
mental hygiene clinics which, soon after 
establishment, are overwhelmed. As a 
consequence, they lose “any ability to deal 
with the earliest manifestations of mental 
illness at a time when we probably can be 
most helpful, i.e., during the crisis situ- 
ation before the psychiatric illness has 
been incorporated deeply into the per- 
sonality” (1). 

Within the framework of a medical 
school teaching center and its intern and 
resident training programs, it is entirely 
feasible to run such emergency services on 
a 24-hour basis. This is not possible, as a 
rule, in other general hospitals, as the Elm- 
hurst experience in its present form at- 
tests. But in its future projection it be- 
comes as practicable, as in the case of our 
teaching center (2). 

At Elmhurst General’s Trouble Shoot- 
ing Clinic there is no conventional screen- 





ing of patients before appointments are 
made. Nor is referral by family physician, 
police authority, or anyone else necessary. 
All one has to do knowing that there is 
such a place is to walk in and talk 
things over. Thus, this clinic has _be- 
come the battalion-aid station, the first 
echelon of medical care, for people with 
bruised feelings and emotional upsets as 
well as more serious psychological com- 
plaints. Usually it takes little more than 
one interview (typically this lasts 45 min- 
utes) for the trouble to be thwarted or to 
be solved. It seldom takes more than three 
visits. If it does, then second or third 
echelon care is indicated, such as other 
specialized clinics or inpatient care in the 
hospital or specialized legal, welfare, or 
counseling agencies, if the problem is basi- 
cally nonmedical in nature. 

The “walk-in” clinic differs from the 
Mental Hygiene Clinic or even the 24-hour 


psychiatric coverage of the emergency room 
of a general hospital in that it is designed 
to care for emergency emotional problems 


immediately, on the spot. It is not struc- 
tured, staffed, or equipped to deal with 
these problems on a_ long-range basis. 
Presently its staff consists of three psychi- 
atrists, two psychologists, and four psychi- 
atric social workers, capable of dealing 
with psychiatric crises but equally knowl- 
edgeable in community service resources 
which so often must be made available to 
many of the patients coming to this clinic 
of crises. 

To date the Elmhurst experience, with 
some 1,200 cases treated, justifies the view 
that such clinics have a real place in every 
hospital which views itself as a community 
service center in the area of health. Yet 
precisely what kind of cases can such a 
clinic handle? 

Ninety per cent of the self-referred pa- 
tients coming to the clinic as a result of 


Suicide, part 5 


HIRSH 


local publicity or of word-of-mouth com- 
munication have been found to be suitable 
for treatment in the trouble shooting serv- 
ice. The occasional psychotic who shows 
up is generally referred to the inpatient 
service and of the total number of patients 
coming to the trouble shooting service, 
fully 85 per cent are in need of the care 
capable of being rendered by this clinic. 
Fifteen per cent require either referrrals 
to social agencies, limited pay clinics, legal 
aid agencies, and direct medical rather 
than psychiatric service. Of the 85 per 
cent hard core group, a large number re- 
quire medical in addition to psychiatric 
care. s! 

Although this clinic is run in a munici- 
pal hospital, partial support comes from 
those patients able to pay for care. This 
has been estimated at approximately $3.00 
per one-half hour of patient visits and goes 
to pay for the cost of professional help 
only. The City’s contribution consists of 
the plant, utilities, and clerical personnel. 

Who comes to such a clinic? Chiefly 
people who may be described as having 
situational neuroses, such as the following: 


A.B.R., mother of five, lives with four of her 
children, husband, and mother-in-law in a small 
converted summer bungalow. Mr. B.P.R., a 
former service career man, now earns a good 
salary as a stationary engineer. Mrs. R., a 
worn, tired-looking woman, came to T. S. 
Clinic because she “was at the end of my 
rope.” For years she has wanted to move— 
this year the tide flooded her basement kitchen 
six times, necessitating her cooking with rubbers 
on—but her husband objected for one reason 
or another. Mrs. R. admitted that she has 
always kept silent to keep the peace, but now 
she doesn’t know what to do. The cramped 
quarters were the source of many tensions in 
the home and reflected the poor emotional ad- 
justment of two of her children. 

Mrs. R. was encouraged to be more aggres- 
sive in her demands and face her husband 
with her feelings. How she would present it 
was gone over in the first interview. The follow- 
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ing week saw a smiling, happier woman who 
had faced her husband with her feelings to 
find he was more amenable than she thought. 
In fact, between visits they had looked at other 
homes, and she saw one that she liked. She 
enthusiastically talked of future plans and com- 
mented how the whole family has responded 
to her change in mood. She will be seen in 
a few more weeks as part of follow-up. 


G.R.K., a very attractive nineteen-year-old 
girl, came to T. S. Clinic with an inexplicable 
depression which, upon further investigation, 
was seen to have begun with her sister’s mar- 
riage and boy friend’s proposal. In two inter- 
views her attitudes toward marriage—woman, 
a drudge after marriage; man, always happy— 
were explored with the goal of relieving her 
anxiety by making her aware of her envy of 
man. The gradual recognition of these feelings 
has seen a lessening of the depression, and 
patient is now prepared to accept longer-term 
therapy. 


D.L.M., a twenty-two-year-old Negro, came 
to T. S. Clinic because of his “sloppy eating 
habits.” Further examination revealed that his 
tic-like condition was present for almost four 
years but exacerbated since his marriage of 
over a year. Wife, now four and one-half 
months pregnant, was seen as a woman who 
constantly demeaned and berated patient and 
who is unable to cope with his frequent mood 
swings. History showed that Mr. M., who never 
knew his own parents, was one of seven foster 
children. He married his wife after learning 
she had had an O.W. child by another man. 
He expected her to take this child into their 
home after marriage. To date, she has refused. 

Because of the pathological basis for the 
marriage, as well as patient's emotional invest- 
ment in it and unlikelihood of separation (wife 
expecting), no attempt was made to uncover 
dynamics. Instead, he was supported and en- 
couraged to be more assertive with his wife as 
well as given direct advice on what subjects to 
take at night college where he has been doing 
failing work. After two interviews, patient 
called to cancel third and reported that things 
were better at home. Wife may be seen if 





1 Irwin, Theodore, “First Aid for the Unhappy,” 
Coronet, 47(January 1960), 123-27. 
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patient tells her of T. S. Clinic contact, to which 
she was vehemently objecting. 


A fifty-one-year-old woman, mother of a sev- 
enteen-year-old son, separated one year from her 
husband, referred herself to our clinic after 
reading the Coronet article. She had no specific 
complaints and had little idea of what she 
might expect from our service, but it soon be- 
came apparent that she was living an aimless 
and lonely existence and was subject to periodic 
depressive sensations. She left her husband 
after years of smoldering tension and was espe- 
cially hurt by the son’s decision to remain with 
the father. During this year, increasing guilt 
troubled her because she felt she had aban- 
doned hey son, and she could not return to the 
husband's house lest she “lose face” in ad- 
mitting she might have made a mistake. She 
tried in vain to keep up some kind of relation- 
ship with the son by telephoning him, buying 
him gifts, etc., but was openly rejected by the 
son, who had adopted the father’s attitudes 
toward the patient. The more she tried to get 
closer to the son, the more openly he rebuffed 
her. 

In our discussion it became clearer to her 
that she was playing a self-punitive role and 
was inviting rejection, which fed her self- 
pitying feelings. While still unable to reach 
a decision as to what she wanted to do about 
her marriage, she gradually accepted the im- 
portance of herself as an individual and the im- 
portance of concentrating on her job, develop- 
ing gratifying social contacts, and in various 
ways fostering her self-worth. Thus, she was 
able to communicate more comfortably with 
her husband whose more positive attitudes 
toward her paved the way for the son’s accept- 
ance of her. She is now entertaining the possi- 
bility of rejoining her husband, who is becom- 
ing more receptive to marital counseling or 
other professional help for this divided family. 


A twenty-one-year-old single young man, a 
recent college graduate, was brought in by 
his mother against his wishes after she learned 
about the T. S. Clinic through a local news- 
paper report. The son had started to work 
for his Master’s degree at an out-of-town uni- 
versity but dropped out after several weeks 
for two reasons, primarily: (1) lack of a definite 
vocational objective and (2) marked dependency 
needs which were aggravated by separation 
from the family and heightened his anxiety. 





His initial resistance to professional help 
soon gave way to recognizing that the clinic 
was sincerely interested in helping him and 
that his abilities and personal happiness re- 
quired finding definite and practical profes- 
sional goals. To implement this, he accepted 
referral to the New York State Vocational 
Advisory Service for aptitude studies; he also 
accepted the advisability of psychotherapeutic 
help, for which he was willing to pay from his 
own earning. Thus, a self-defacing and de- 
pendent individual took definite steps to self- 
help and mature behavior. At the same time, 
while residing at home, he planned to register 
at a local university for graduate courses. 


Voluntary general hospitals, particularly 
in smaller communities, are “naturals” for 
developing trouble shooting clinics to deal 
with cases such as these. But these hos- 
pitals, acting as community service centers 
in the area of health, even more than those 
in larger cities, are in a position to develop 
such clinics on a broader, integrated base. 

In concept, an integrated emergency 


service must be something more than an 
expanded, departmentalized, highly ef- 


ficient emergency room. It is much more 
than such an outsize room could ever hope 
to be because of its philosophy, functional 
orientation, administrative relationships, 
and staff. 

What then is the underlying philosophy 
of such a clinic? First, it is one of render- 
ing emergency service in whatever prob- 
lem area is presented by anyone who may 
become, or is, a patient as a consequence 
of a stress situation, accident, disease, or 
trauma. Emergency service is not to be 
confused with minimum or patchwork care 
which is often the most that emergency 
rooms are geared to give. It means maxi- 
mum care in the solution of present prob- 
lems. Second, such a clinic is concerned 
with securing more than immediate gains. 
This can be achieved through appropriate 
referral aid follow-up as soon as the im- 
mediate problem has been dealt with. 


Suicide, part 3 


HIRSH 


All sorts of prepatients might be ex- 
pected to use profitably the services of 
such a clinic: the presuicidal, the dry alco- 
holic about to go off the wagon, the re- 
habilitated drug addic. in a state of acute 
tension, the acutely depressed, the unusu- 
ally tense teen-ager, the accident-prone, 
acutely upset or distressed, the married 
couple severely traumatized by strife and 
about to become police action cases, the 
individual who has accidentally ingested 
an unknown toxic material, and countless 
more. 

The clinic has many patient functions 
to perform. It is capable of serving as a 
combination battalion aid and clearing 
station, rendering emergency medical and 
surgical care and triage for the inservices 
and specialized long-term clinics of the 
hospital as well as other community health, 
welfare, and educational agencies. It 
would serve as a walk-in, emotional first- 
aid station for people in need of a sympa- 
thetic and sensitive ear, a shoulder to cry 
on, or some practical advice. It could 
render emergency advice or assistance by 
telephone to people in distress. It could 
serve as an information and advisory serv- 
ice to physicians and public agencies, such 
as police and fire department personnel, 
in dealing with all sorts of acute emer- 
gencies and rescue operations. 

The clinic could be something more 
than a necessary service through which 
medical students and interns were required 
to rotate as part of their training experi- 
ence. Because of the richness of its ma- 
terial and the diversification and inten- 
sity of its problems, this clinic could be- 
come one of the most important teaching 
resources for many students and disciples 
outside of medicine proper—social workers, 
psychologists, students in the ministry, 
welfare and guidance people, law students, 
and law enforcement personnel. 
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The administrative structure of the 
clinic must be such as to ensure its vari- 
ous functions. To assure continuity of 
service, it should be staffed on a 24-hour 
basis. It should have a sufficient number 
of telephone extensions connected with the 
hospital switchboard as well as direct lines 
which are independently numbered and 
well-publicized throughout the community 
served by the hospital. 

As the first echelon of medical service, 
the clinic should be centrally located in 
the hospital compound to facilitate the 
movement and referral of triaged patients 
to other clinics and services. It should be 
easily accessible to the outside public and 
its facade not as institutionally foreboding 
as is, characteristically, the typical emer- 
gency room entrance. 

The core staff of the clinic should in- 
clude members of the medical and surgi- 
cal house staff, residents and attendants 
on call, to render emergency medical and 
surgical care. This cadre should have spe- 
cial training in the principles and tech- 
niques of disaster and rescue medicine. 
Additionally, it should be staffed with 
personnel—psychiatrists, psychologists, and 
psychiatric social workers. 

In addition to their regular professional 
competences, the staff should be particu- 


larly well-trained in the organization and 
functions of community service and emer- 
gency agencies—medical and other. All 
members of the staff should be thoroughly 
trained in disaster and rescue medicine, 
safety, and first aid. They should have 
available, as standard and ready reference, 
all publications bearing on rescue, relief, 
and poison control operations. In short, 
they should be able to carry on all of the 
functions ordinarily performed by Poison 
Control Centers, Alcoholics Anonymous, 
Addicts Anonymous, Suicide Bureaus, 
Emergency Rooms, and Emergency Mental 
Hygiene Clinics. 

The cost of this service would more 
than pay for itself not only in the lives 
saved and suffering relieved but actually 
in dollars and cents as well, for this is 
the kind of service which voluntary com- 
munity agencies, governments, and the 
people-at-large will surely sponsor and 
support in their hospitals. 
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Impact of admission to a mental hospital 
on the patient’s family 


The family is the basic unit of growth and 
experience, fulfillment or failure. It is also the 
basic unit of illness and health. . . . It is small 
wonder, therefore, that we accept its role in our 
lives so naturally, so unthinkingly. 


The anonymity of patient life in the gi- 
gantic mental hospital stands in sharpest 
contrast to the intimacy of relationships 
within the family. Yet it is from life 
within a family that nearly all patients 
come to mental hospitals, and it is to their 
families that these patients will return— 
those of them who find within the hospital 
or within themselves a strength that suf- 
ficiently rébuilds and heals. 

This paper reports some findings of a 
study of the impact on families of the 
hospitalization of a member for a mental 
illness and reports, specifically, findings 
concerning the ways families tried to cope 
with the illness up to the point of the 
patients’ admission to a_ hospital. 

The reported findings were developed 
from interviews with members of the 
families of 109 patients admitted to Con- 


necticut’s three state mental hospitals be- 
tween December 1, 1958, and February 28, 
1959. These were first-admission patients 
between the ages of eighteen and fifty- 
four, inclusive, but patients with a diag- 
nosis of alcoholism or addiction were ex- 
cluded.2, These 109 patients constituted 
one-third of the first admission patients 
in this age range admitted to the three 





Dr. Lewis, formerly Associate Professor, University 
of Connecticut School of Social Work, Hartford, 
Conn., is now Dean of the School of Social Work, 
University of Maryland, Baltimore, Md. 

Dr. Zeichner is Chief, Psychological Services, Con- 
necticut State Department of Mental Health, 
Hartford. 

1 Ackerman, Nathan W., The Psychodynamics of 
Family Life (New York: Basic Books, Inc., 1958), 
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was not feasible to exclude either group from the 
analysis. 
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hospitals. The family members were in- 
terviewed in their own homes within three 
weeks of the patient’s hospitalization. 


RECOGNITION AND ACCEPTANCE 
OF MENTAL ILLNESS 

The study revealed a considerably greater 
recognition and acceptance of mental ill- 
ness on the part of the patients’ families 
than the investigators had anticipated. 
Even so, nearly one-fifth of the families 
persisted in denying either the existence 
of an illness or its nature even after the 
patients’ hospitalization. 

Two-thirds of the families indicated that 
they had themselves recognized the illness 
as mental in nature, and an additional 
one-sixth had acknowledged it as such 
when confronted by a physician’s opinion. 


TABLE 1 


Acceptance of diagnosis of mental 
illness by patients’ families 





ACCEPTANCE 


OF DIAGNOSIS NUMBER 





Recognized by family as 
mental illness 72 66.1 
Acknowledged as mental illness 
when diagnosed 18 16.5 
Denied as mental illness, 
regarded as physical 
Denied as any illness 


14 12.8 
5 4.6 





The patient himself was reported to have 
been the first to recognize his illness as 
mental in nature in at least 16 (14.7 per 
cent) instances, while other members of 
the immediate family were the first to note 
it in 49 cases (45 per cent). In 40.3 per 
cent of the cases, the initial recognition 
of the mental illness was by someone out- 
side the family. Most often this was a 
physician (34 cases, 31.2 per cent); but 
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others—police, prison and jail officials, 
employers, a minister, a judge, a neighbor 
—accounted for 10 cases. 

An examination of the length of time 
which elapsed between the initial recog- 
nition of the patient’s mental illness and 
his hospitalization revealed a bimodal dis- 
tribution. Of the 90 families who had ac- . 
cepted the diagnosis of mental illness, there 
were five who did so only following the 
patient’s admission to the state hospital. 
Among the others, a large group had been 
aware of the illness for a long period of 
time, while another large group had recog- 
nized the mental illness only within the 
three-month period preceding hospitaliza- 
tion. Certain other findings pertaining to 
familial and occupational role perform- 
ance indicate that this probably reflects 
the lapse of time between the onset of the 
illness and hospitalization rather than a 
pattern of delay in recognition of an ill- 
ness as mental. 

Family attitudes toward the patients’ ill- 
ness. It proved to be impossible to sepa- 
rate, in any clear-cut way, the families’ 
attitudes toward the patients’ illness from 
feelings about the whole complex of be- 
haviors—the patients’ and other peoples’ 
—that were climaxed by the patients’ hos- 
pitalization. Nonetheless, it was possible, 
in every case but one, to characterize the 
families’ feelings toward the patients’ ill- 
ness. In that single instance, the inter- 
viewer did not penetrate the family’s denial 
that the patient was or had been, in any 
way, ill. 

Family attitudes ranged from the “sym- 
pathetic understanding” that was the good 
fortune of 50 patients to the overt hostility 
which the behavior of 7 patients evoked. 
The dominant affect in the response of 
the families of 12 patients had been fear, 
and it was noted that many other families 
related their fears of what the patients 
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TABLE 2 


Time elapsed between recognition of illness 
and hospitalization * 





VIEWED AS 
PHYSICAL 


RECOGNIZED AS 
MENTAL ILLNESS 








TIME ILLNESS ACKNOWLEDGED 
BY PATIENT AND/OR FAMILY 


Number 


Per cent Number Per cent 





After hospitalization 

Just prior to hospitalization 

Within 3 months of hospitalization 
More than 3 months, less than 6 
More than 6 months, less than 12 
More than | year, less than 2 

More than 2 years before hospitalized 


5 4.6 0.0 


22.0 $.7 
17.4 1.8 
5.8 0.9 
6.4 1.8 
2.8 0.9 


26 8.7 





* Excludes 5 patients whose families denied any illness. 


might have done. The response of 15 
families was characterized as “puzzled,” for 
they seemingly had been unable to compre- 
hend what had been happening. There 
were 24 families whose clearly mixed feel- 
ings were classified as “ambivalent.” Com- 
monly, these latter vented anger, but, along 
with it, expressed chagrin, puzzlement, 
fear, and guilt. Frequently they spoke 
with outrage of the patient’s actions and 
then offered excuses, but of a sort and in a 
way that seemed to indicate little real 
understanding of the ill patient. 

It was this understanding—acceptance 
—of the patient as a sick person, unable 
to control the behavior that engendered 
fear, apprehension, or disgust, that under- 
lay the attitudes brought together in the 
classification “sympathetic understanding.” 
Its relative absence was characteristic of 
all the others. This failure to understand 
and accept may be indicative of limited 
knowledge of mental illness, but the ex- 
tent to which starkly negative feelings 
emerged suggests that the problem is far 
more complex for many patients and their 


families. Still, ignorance—an almost 
primitive, superstitious view of mental ill- 
ness—was seen sufficiently often to justify 
further study of the extent to which the 
problem faced by some families might be 
alleviated simply by additional and more 


accurate knowledge. 


FAMILIES’ WAYS OF COPING WITH 
PATIENTS’ ILLNESS 

Just as somewhat more than half of the 
families were unable to accept the pa- 
tients’ illness to an extent that would 
enable them to respond with sympathy and 
understanding to the disturbance, so those 
families’ efforts to cope with the patients’ 
illness tended to reflect their confusion and 
ambivalence. As would be expected, there 
were occasional responses that reflected 
grossly pathological relationships within 
families, but beyond these, a wide range 
of methods for dealing with the ill mem- 
bers was found. There were a considerable 
number of families (29.4 per cent) in which 
no change in family structure (other than 
the patient’s absence) or functioning could 
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TABLE 3 


Families’ ways of coping with patients’ illness 


and their attitudes toward the illness 





METHODS OF DEALING WITH PATIENT 





FAMILY ATTITUDES TOWARD 


PATIENTS’ ILLNESS Total 


No Expected 
change * less 


Made 
dependent Provoked Appeased 





Sympathetic understanding 
Fear 

Puzzled 

Hostile 

Ambivalent 

Persistent denial 


16 22 


11 
0 





“Includes all families whose methods of dealing with patient could not be classified otherwise. 
» Includes only patients relegated to a virtually completely dependent role in the family. 
*In both these cases, there were important aspects of appeasement, but the provocative responses 


appeared to dominate. 


be identified, but these included the fami- 
lies of which patients really had not been 


members and cases of such sudden onset 
that the families’ adjustment was to the 
absence of the hospitalized member and 
not to his presence as an ill person; it in- 
cluded, also, some cases where the families’ 
adjustments were of such long standing 
and had developed so gradually—long be- 
fore the patients’ illness had been recog- 
nized—that no change in family response 
following upon the recognition of the ill- 
ness could be identified. 

Families’ ways of dealing with the pa- 
tients and their illness were identified and 
classified for 77 families. By far the larg- 
est group of these had sought an adjust- 
ment by expecting less of the patients. 
Other family members took over responsi- 
bilities formerly assumed by the patients. 
Husband and children did the housework 
that the ill housewife left undone. Wife 
and children sought work or applied for 
public assistance, accepting lowered living 
standards when the incapacitated bread- 
winner ceased to work regularly. 
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Another considerable group of patients 
had been relegated to roles of almost com- 
plete dependence. A few had been en- 
throned in their invalid status by their 
families, but more commonly they ap- 
peared to have been pushed aside and 
largely ignored as the active life of the 
remaining family passed them by. About 
half of the families who took this course 
seemed to do so with a minimum of con- 
flict; these included the families of two 
patients who were seriously mentally re- 
tarded and at least two more who had 
gross physical incapacities of long stand- 
ing. For these patients and families the 
dependency had at least the appearance of 
a reality adjustment. However, this rele- 
gation to a dependent role had occurred 
as well within the context of less construc- 
tive attitudes toward patients. 

Separations that made evident the 
family’s rejection of the patient, threats 
and feuding were the responses of several 
families, including one in which the 
family’s attitude toward the patient was 
classified as “sympathetic understanding.” 





Here, the alcoholic husbarid, sober when 
interviewed, conveyed an impression of 
considerable insight into the dynamics of 
the relationship of his drinking and 
drunken quarrelsomeness and his wife's 
illness. Except for that one instance, the 
family responses that were openly and in- 
tentionally provoking were concentrated 
in those families that expressed feelings of 
active hostility toward the patients. 
Action by families to deal with the ill- 
ness. All but 11 of the families inter- 
viewed reported seeking outside help in 
dealing with the problems associated with 
the patients’ illness. These 98 families re- 
ported turning to 201 sources for help. 
Physicians and psychiatrists constituted by 
far the largest resource groups, totaling 
together the objects of 122 ventures for’ 
help on the part of families. Hospitals 
and clinics were additional medical sources 
to which these families turned. Sixteen 


TABLE 4 


Families’ assessment of the helpfulness 
of resources utilized by them 
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families sought help from the clergy, and 
a few turned to social agencies. 

That only a few asked help of the social 
agencies and community psychiatric clinics 
that have been established for this purpose 
may reflect a lack of knowledge of their 
availability, but the Hollingshead and 
Redlich findings suggest a possible relation- 
ship to families’ social class position.’ Un- 
fortunately, this phase of the study did not 
develop data by which the social class posi- 
tion of the families could be ascertained. 

Such findings point a direction for fur- 
ther study, as does the finding that 58 of 
the 98 families who sought help went to 
more than one source in this search. On 
the average, they went to three different 
sources for the help they needed—a num- 





8 Hollingshead, August B. and Frederick C. Redlich, 


‘ Social Class and Mental Illness (New York: John 


Wiley & Sons, 1958), p. 187. 





APPRAISAL OF HELPFULNESS 





SOURCES OF 
HELP UTILIZED 


Helpful 


No 
opinion * 


Not 
helpful 


Partly 
helpful 





Physician 

Psychiatrist 

Hospital ” 

Clinic 

Clergy 

Social Agency 

Police 

Other ° ll 
None 9 
Unknown 2 


15 19 


_ 
n 
_ 
i 2) 
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* Families unable to give an appraisal of helpfulness or reluctant to do so, 
> Includes general hospitals, VA hospitals, private sanitoria. 
© Includes attorney, chiropractor, nurse, friend, neighbor, parole officer, etc. 





ber of them without ever feeling that they 
received it. 

Families’ assessment of the helpfulness 
of resources tried. The family members 
interviewed were asked to share an ap- 
praisal of the helpfulness of the response 
received when they sought help outside the 
family. Of the 201 ventures for help 


which families made, they considered 80 
to have yielded definite help and an addi- 
tional 39 as partly helpful. On the other 
hand, 61 sources had proved not helpful. 


TREATMENT PRIOR TO 
HOSPITALIZATION 


One aspect of the study was a careful ex- 
ploration of the participation of physicians, 
especially family physicians, in the process 
of admitting patients to the state mental 
hospitals and of their roles with patients 
and families during the period preceding 
hospitalization. In addition to the infor- 
mation secured from families, question- 
naires were sent to physicians who were 
identified as having either counseled with 
the family or treated the patient. 

About four of every five families in the 
United States are said to have family physi- 
cians to whom they turn regularly when a 
member is sick. This ratio was duplicated 
almost exactly among the families inter- 
viewed for this study, for 84 of the 109 
families identified family physicians; 21 
reported that they had none; and the in- 
formation was not available for 4. 

Patients treated by family physicians. 
Although 84 families claimed family physi- 
cians and 72 reported that they had con- 
sulted these or other general practitioners 
about the problem the patient's illness 





4“A View of Our Family Physicians,” Progress in 
Health Services, 7(June, 1958), 6. 


5 Data from the questionnaires received from family 
physicians are not reported in this paper. 
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made for them, only 55 of the patients 
were reported to have been treated by 
these physicians prior to hospitalization. 
Even so, family physicians constituted the 
most used treatment resource. 

Psychiatrists in private practice had seen 
44 patients, and 11 had received some care 
at community mental hygiene clinics. It 
was found that 25 patients had been hos- 
pitalized in private psychiatric hospitals 
or on the psychiatric wards of general (in- 
cluding VA) hospitals. 

An unduplicated count shows that at 
least 63 of the 109 patients (57.8 per cent) 
had been attended by a psychiatrist prior 
to hospitalization. The families of at least 
a few additional patients had consulted 
with psychiatrists in the community al- 
though the patients themselves had not 
been seen. 

Families’ perception of the helpfulness 
of treatment. It was not within the scope 
of this study to examine the nature and 
results of psychiatric or other treatment 
received by patients prior to their hos- 
pitalization, but the family members who 
were interviewed were asked to comment 
on the helpfulness of such treatment as the 
patients had received. Since it was not 
possible to establish the nature of the 
treatment beyond the families’ knowledge,5 
these responses were highly impression- 
istic and, as did answers to related ques- 
tions, tended to highlight rather than to 
clarify ambiguities. 

Of the 55 patients treated by family 
physicians, the families of 15 characterized 
the results, without qualification, as help- 
ful, while 11 families were equally definite 
in saying that the treatment had not 
helped. The families of only 5 of the 44 
patients seen by private psychiatrists de- 
scribed the experience as helpful, while 13 
expressed a definite negative opinion. It 
was the view of the families of all 11 pa- 
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tients receiving clinic treatment that none 
had been helped. 

Duration of treatment prior to hospitali- 
zation. Family members were able to pro- 
vide information about the length of time 
patients had received treatment prior to 
hospitalization for 40 of the 55 patients 
treated by family physicians and for 38 of 
the 44 who had been treated by psychi- 
atrists in private practice. Of the former, 
7 first went to the physician less than a 
month before their admission to the state 
hospital, but nearly half (18) ‘had been 
treated for the illness by their family physi- 
cians for longer than a year. In contrast, 
of the 38 psychiatrists’ patients, 14 were 
first seen within a week of admission, and 
only 5 had been treated for as long as six 
months. Information concerning the 
length of treatment was available for 8 
of the 11 clinic patients. Of these, 6 had 
been seen at the clinic for less than a month 
and the other 2, for less than six months. 


SUMMARY 


This paper has reported findings concern- 
ing the ways families try to cope with the 
problems presented by the mental illness 
of a member and the families’ appraisal 


of the effectiveness of those efforts. Two- 
thirds of the families of 109 patients ad- 
mitted to state mental hospitals had recog- 
nized the nature of the patient’s illness as 
mental, but more than one-sixth persisted 
in viewing the illness as physical or in 
denying that the patient was ill in any way. 

Family attitudes toward the ill patient 
were classified, and the families’ ways of 
adapting to the patients’ illness were ex- 
amined. Attitudes ranged from “sympa- 
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thetic understanding” to overtly expressed 
hostility, with groups of substantially 
equal size viewing the patient with sympa- 
thetic understanding and being fearful, 
puzzled, or ambivalent. The mode of 
adaptation characteristic of all attitudes 
except the overtly hostile was to expect 
less of the patient and attempt role sub- 
stitution by other family members. How- 
ever, a considerable number of families 
relegated patients to a virtually completely 
dependent position, and some resorted to 
appeasement. 

Nearly all families turned for help to 
resources in the community, and four- 
fifths of these resources were medical. 
Family physicians were most frequently 
turned to, by a considerable margin, but 
substantial numbers of families consulted 
with psychiatrists in private practice or at 
community hospitals or clinics. About 70 
per cent of the resources to which families 
turned were perceived as having been help- 
ful in some degree. 

Families consulted medical resources for 
help with the problem presented by the 
patients’ illness more frequently than pa- 
tients received medical care for the illness 
prior to hospitalization, but nearly 60 per 
cent of the patients had received some 
psychiatric attention before they were 
hospitalized. 
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Survey of employment experiences of patients 


discharged from three state mental 


hospitals during period 1951-1953 


This is a condensed report of the second 
phase of an extended study which began 
with a survey of ‘Employers’ Attitudes 
and Practices in the Hiring of Ex-Mental 
Patients.” 1 The current study presents 
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some findings, interpretations, and con- 
clusions based on employment experiences 
of individual patients discharged from 
mental hospitals. The focus of this study, 
although serving to highlight the voca- 
tional aspects of the rehabilitation process 
for ex-mental patients, necessarily sets 
limiting conditions for an adequate eluci- 
dation of other relevant variables of per- 
sonality, not specifically vocational, which 
are involved in the total rehabilitation 
process. 


METHODOLOGY 


Specifically, the authors attempted to in- 
vestigate the vocational adjustment of a 
sample of patients released during the 
period 1951-1953. This period of time 
was selected in order to provide a reason- 
ably long term follow-up which would 
throw light on the problems and processes 
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associated with the ex-patients’ varied ex- 
periences in the labor market. The survey 
was conducted in the Greater Boston area, 
the same geographical area which formed 
the context of the employer study referred 
to above. 

A sample of 370 patients was secured 
from a population of almost 3,000 pa- 
tients? released from three typical state 
hospitals during a three-year period. From 
the sample population, 160 patients inter- 
views were completed; 120 patients could 
not be located, and 90 patients, although 
located, could not be interviewed for a 
variety of reasons. Information was se- 
cured for 54 patients from. relatives of this 
group of 90 patients. 

The major factors characterizing the 
sample population were: a history of hos- 
pitalization of at least 90 days duration, 
with a median stay of one year; ages fall- 
ing between 22 and 45; free from secondary 
disabilities associated with minority group 
status, physical illness, or deficient men- 
tality. The focus of the study was the 
factor of a history of mental hospitalization 
in relationship to employer receptivity and 
vocational adjustment. Such a sample was 
calculated to test some of the currently 
held assumptions regarding the effect of 
mental hospitalization on employment op- 
portunities and success. Hence, this sample 
is not necessarily representative of either 
the resident hospital population or the 
total population of released patients. 

Generally all information, except for 
diagnosis, length and frequencies of hos- 
pitalizations, which were taken from hos- 
pital records, was secured from a single 
face to face interview with each patient. 
In some cases, supplemental information 
was secured from family members. The 
interview was informal and unstructured 
and was conducted in the ex-patient’s 
home. ‘The interviewer was a psychiatric 


OLSHANSKY, GROB AND EKDAHL 


social worker with considerable clinical 
experience in mental hospitals. 


MAJOR FINDINGS 


The most significant fact arising out of 
the present study is that all patients within 
the interviewed sample (160), able and 
willing to work, were employed. Few pa- 
tients were unemployed because of the al- 
leged and real resistances of employers. 
A history of hospitalization for mental ill- 
ness was not a necessary deterrent to em- 
ployment. For the most part unemployed 
patients were unemployed because they 
were unable and unwilling to work. 

Of the 160 patients interviewed, 115 
were found to be employed between three 
and seven years after their hospital release. 
The remaining 45 were found to be un- 
employed, with the bulk of them not just 
currently unemployed but idle during 
much of the time subsequent to their re- 
lease, and more than half employed only 
intermittently, if at all, premorbidly. 


COMPARISON OF EMPLOYED AND 
UNEMPLOYED POPULATION 


The employed population can be di- 
vided into three sub-populations: the re- 
employed, and stably employed, and the 
marginally employed. Each of these sub- 
populations will be discussed and com- 
pared. 


The Re-employed 


Almost one out of five of the employed 
ex-patients returned to former employers 
after their hospital release. 

Examination of the data reveals that by 





2 Patients were eliminated who had less than 90 
days of hospitalization, who were under 22 and 
over 45, and who had a major secondary disability 
or who belonged to a minority group. Housewives 
not planning to seek employment were also rejected. 
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all measures this group is the healthiest 
of all the employed ex-patients inter- 
viewed. 

First, they spent less time in the hospital 
than the stably and marginally employed, 
with the majority spending less than a 
year in the hospital. 

Second, they were less frequently found 
with a diagnosis of schizophrenia and were 
most frequently diagnosed as manic-depres- 
sive. A few were diagnosed as non- 
psychotic. 

Third, almost half were married and 
living with a spouse. 

Fourth, occupationally, they continued 
the longest with a single employer, post- 
morbidly as well as premorbidly, the large 
majority working in at least one job three 
years continuously sometime prior to hos- 
pitalization and for at least two years sub- 
sequent to hospitalization. 


Fifth, socially? they tended to partici- 
pate normally in the activities character- 
istic of their class group. There was only 
occasional evidence of marked withdrawal 


and isolation. 


The Stably Employed 

Close to the re-employed, but different 
from them, were a group of about 80 ex- 
patients in the employed population of 
115, whom we describe as stably employed. 

First, they spent more time as patients 
than the re-employed, with a majority 
spending more than a year in the hospital. 

Second, they were more frequently diag- 
nosed as schizophrenic with almost three- 
quarters of them so classified, compared 
to two-fifths of the re-employed so desig- 
nated. 





3 We recognize difficulties of making judgments of 
mental health from the degree of social participa- 
tion or withdrawal alone. Factors of ethnicity and 
class further complicate such efforts at evaluation. 
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Third, only one-fifth of the stably em- 
ployed were married compared to almost 
half of the re-employed. 

Fourth, occupationally, the stably em- 
ployed are not too dissimilar from the 
re-employed, differing basically in their 
tendency to change jobs more frequently. 
About 33 per cent of the stably employed, 
compared to almost 80 per cent of the 
reeemployed, had only one job_ post- 
morbidly. Premorbidly, less than half of 
the stably employed group compared to 
85 per cent of the re-employed worked at 
least three consecutive years with the same 
employer. 

Fifth, socially they tended to be less 
outgoing than the re-employed, with 
marked tendencies toward withdrawal from 
group activities but with a large minority 
participating normally in social activities 
characteristic of their group. 


The Marginally Employed 


A small group of about 15 ex-patients 
were designated as marginally employed. 
In many ways, they are closer to the un- 
employed than the stably employed. Much 
of the data supporting our judgment of 
this group is of a qualitative nature, since, 
statistically, we had combined them with 
the stably employed because we did not 
become aware of them as a distinct group 
until after our statistical tables were com- 
pleted. 

First, they tended to spend more time 
in the hospital than the stably employed. 

Second, they were almost invariably 
found in the schizophrenic group. 

Third, almost all of them were single. 

Fourth, occupationally, they were doing 
poorly, changing jobs frequently and er- 
ratically, and showing little insight into 
their difficulties. Their ability to secure 
jobs and their inability to hold them were 
impressive. One illustrative case is that of 
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a young female clerical worker who, within 
a single year, secured as many as 11 jobs. 

Premorbidly, many of them were fre- 
quent job changers. We did not include 
eight patients in this group despite the 
fact that they had changed jobs frequently, 
ie., four or more times following their 
release from the hospital. The evidence 
in these eight cases was such as to sug- 
gest defensible reasons for change, ascrib- 
able either to personal factors or to factors 
associated with the particular industry. As 
an example, it is not unusual for a con- 
struction worker to change jobs frequently. 
Moreover, these eight patients in the inter- 
view situation were, by and large, able to 
account in a logical way for their job 
changes. Some secured improvements in 
wages or in working conditions as a result 
of their changes. By way of contrast, the 
marginally employed reported no gains to 
justify their job changing. 

What is perhaps remarkable about the 
marginally employed is their continuing 
interest in work and the great effort they 
expended in finding work. In addition, 
they manifested great endurance of re- 
peated rejections following their initial ac- 
ceptance on a job. 

Fifth, socially this group were generally 
living lives of isolation and loneliness, lives 
of quiet desperation. 


THE UNEMPLOYED 


The unemployed, numbering 45, seem to 
be a distinct population, qualitatively dif- 
ferent from most of the employed popula- 
tion. The question arises: would these 
unemployed patients be currently unem- 
ployed if appropriate help had been avail- 
able at the time of their release? Although 
our data do not permit a positive answer, 
we would tend to have a pessimistic view 
for two reasons: (1) Many of these un- 
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employed patients had been chronically 
unemployed throughout their lives. (2) 
Many of them had been released without 
any noticeable improvement in their con- 
dition. 

First, they spent more time in the hos- 
pital than members of the employed popu- 
lation. Only five (11 per cent) of the 
unemployed had spent less than six months 
in the hospital compared to thirty-one 
(27 per cent) of the employed. 

Second, diagnostically, they are most 
frequently found among the  schizo- 
phrenics; 95 per cent of the unemployed 
compared to 70 per cent of the employed 
were so Classified. 

Third, by marital status they do poorly, 
with 91 per cent single compared to 60 per 
cent of the whole employed population. 

Fourth, occupationally they have done 
worse premorbidly than the employed. 
More than half of them had worked ir- 
regularly or not at all compared to one- 
third of the employed group, who had been 
marginally attached to the labor market. 
Only 26 per cent of the unemployed were 
stably employed as measured by attach- 
ment to one or two employers compared 
to 50 per cent of the employed. As a 
further measure of job stability, only 33 
per cent of the unemployed worked for 
a single employer for three years or longer 
compared to 55 per cent of the employed 
population. 

Fifth, socially, almost without excep- 
tion, they are confined to their homes and 
enjoy very few social contacts and _ par- 
ticipate hardly at all in any activities. 

Lastly, almost half of the unemployed 
were found in the younger range of the 
sibling order (4, 5, 6, etc.) compared to 
less than a fourth of the employed who 
were so located in the sibling sequence, 
suggesting the possibility that many of the 
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unemployed have more intense dependency 
needs than the employed. 

Looking at the unemployed population 
qualitatively, we can divide it into two 
sub-populations; the employable unem- 
ployed and the unemployable unem- 
ployed. Of the 45 unemployed ex-patients, 
we estimated that about one-fourth of 
them might be moved into employment 
with appropriate help. A few of the 
group were unemployed for personal 
reasons: one was home recuperating from 
an auto accident; another was home 
caring for an ailing mother. This 
small group of employable unemployed 
were so designated on the basis of their 
current recovery, their premorbid work 
history, and their seeming willingness to 
accept help if available. The other and 
larger group of unemployable unemployed 
were so designated on the basis of the fol- 
lowing factors: persistence of symptoms; 
no insight into illness; unwillingness to 
accept help; little or no work history prior 
to their hospitalization; complete with- 
drawal at home. In a sense, this group 
appears to have made illness their career. 
And, at present, given our current psychi- 
atric limitations in terms of treatment and 
resources, to say nothing of ex-patients’ 
resistances to help, it would appear to be 
most difficult, if not impossible, to move 
this latter group into employment: that 
is, regular employment within the com- 
petitive labor market. 


EMPLOYMENT EXPERIENCES AS 
GLEANED FROM COLLATERAL 
POPULATION 


90 of the 250 


As_ previously _ stated, 
interviewed. 


located patients were not 





4This relationship was brought to our attention 
by Dr. Herbert Lipton who tabulated the data of 
this study. 
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However, 54 nonpatient interviews were 
secured from a parent or relative. This 
offered us an additional source of data for 
exploring the capacity of ex-patients to 
find work. 

Of the 54 patients, 13 were not available 
for employment: 63 per cent were em- 
ployed; 24 per cent were unemployed; 13 
per cent could not be described jobwise 
because of lack of information. About 
one-eighth of the employed group were 
marginally employed and were working 
irregularly. This occupational distribu- 
tion compares favorably with that of the 
directly interviewed ex-patient sample. 

In addition to these occupational simi- 
larities, the collateral group resembled the 
interviewed sample by age, sex, number of 
hospitalizations, age on onset, and educa- 
tion. Maritally, the collateral population 
resembled the emloyed part of the sample. 


EMPLOYMENT EXPERIENCES OF 
LOST POULATION 

It will be recalled that 120 patients of the 
sample of 370 could not be located. Some 
information on this lost group was ob- 
tained, therefore, from hospital records. 
On the basis of such data, the following 
trends were found: 

1) One out of six had a history of alco- 
holism in addition to their major diag- 
nosis. Among the interviewed sample, 
there were only a few alcoholics. 

2) Fifteen per cent were divorced or 
separated compared to six per cent of the 
employed group, five per cent of the re- 
employed group, and seven per cent of the 
unemployed group. 

3) Thirteen per cent had better than 
high school education compared to 32 
per cent of the employed group, 40 per 
cent of the re-employed group, and 24 
per cent of the unemployed group. 

4) Fifty-two per cent were over 40 years 
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old compared to 35 per cent of the em- 
ployed group, and 31 per cent of the 
unemployed group. 

Specific occupational information was 
lacking. However, the above findings in- 
dicate that this lost population is composed 
of less adequate individuals who would be 
likely to fall into the unemployed or 
marginally employed population. This 
suggests that their assumed unemployment 
might not be ascribable to their history 
of hospitalization for mental illness, but 
rather to their persistent symptomatology, 
which renders them less able to work and 
to attach themselves stably to others in 
the community. 


JOB MOBILITY: PRE-HOSPITAL 
AND POST-HOSPITAL 


The question arises: How does a history 
of mental hospitalization affect job mo- 
bility? 

The majority of employed ex-patients 
(77 per cent) stayed at the same occupa- 
tional level of skill. Eleven per cent moved 
downward and five per cent moved upward. 
For seven per cent, no determination could 
be made regarding direction of job change. 
Interestingly, all 20 re-employed patients 
continued at the same level of skill. Again, 
we find support for the fact that mobility, 
as for the normal labor force, is essentially 
intergenerational.§ 


UNDEREMPLOYMENT 


By underemployment, we mean employ- 
ment at a level of skill below that for 
which one is qualified by training and 


experience. A clear example would be 
that of a college graduate working as an 
elevator operator or a skilled machinist 
working as a janitor. 

Are ex-patients generally underem- 
ployed? Thirty-three per cent of the total 
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employed group have gone beyond high 
school, having completed between 13 and 
16 years of schooling, whereas 40 per cent 
were doing professional, semi-professional, 
clerical, or skilled work. Thus, it would 
appear that although there may exist in- 
dividual cases of gross underemployment, 
generally the ex-patient population seems 
to do no worse than the general labor 
force.® 


WORK CAPACITY 


Our data would support the growing evi- 
dence that ex-patients have less difficulty 
adjusting to work roles than to social and 
family roles. The capacity of some very 
sick patients to work is impressive. Our 
data would suggest, too, that work, for 
many ex-patients, is their major and only 
tie to the community. It would appear 
to be their major bulwark against regres- 
sion. 

What we are unable to explain with our 
data is why some sick patients can and 
do work while others accept and need 
idleness. Role responsibility within the 
family seems only a partial explanation, 
since two-thirds of the employed group 
and two-fifths of the re-employed were 
single, many of them living in the parental 
home, and only a few of them having the 
major responsibility of supporting their 
families. 

The ability of some very sick patients 
to work serves to reinforce their tendency 
to deny their illness. Since they are en- 
gaging in a normal adult activity, they tend 
to see themselves, and are seen by others, 
as being well. 





5 Bell, Daniel, Work and Its Discontents (Boston: 
Beacon Press, 1956). 


6Ginzberg, Eli, Human Resources (New York: 
Simon & Schuster, Inc., 1958). 
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PREMORBID WORK HISTORY AS 

A PROGNOSTIC FACTOR 

The capacity of ex-patients to do the un- 
expected makes vocational prognosis diff- 
cult, if not impossible. 

However, our data would point up the 
fact that by and large those ex-patients 
who have done well vocationally pre- 
morbidly are the very ones who are likely 
to do well postmorbidly. And although 
some ex-patients who had done well pre- 
morbidly fail to recover their vocational 
capacity, the converse rarely seems true: 
ie., few ex-patients seem able to reverse a 
poor pre-morbid work history. It is pos- 
sible to argue that this group is judged 
a poor risk during their periods of hos- 
pitalization and are not offered very much 
help compared to the help offered the ex- 
patients with better work histories. How- 
ever, our data would suggest that the ab- 
sence of help was not the major factor 
accounting for continuance of a poor pre- 
morbid work history, since many of the 
other ex-patients who were working re- 
ceived little or no help while in the hos- 
pital. 


JOB CHANGING AND A HISTORY OF 
HOSPITALIZATION FOR MENTAL 
ILLNESS 
There is little doubt that some ex-patients 
were restrained from changing jobs or em- 
ployers because of anxiety associated with 
their history of mental illness, but there 
was no evidence that these anxieties consti- 
tuted a major source of deterrence to 
changing either jobs or employers among 
the majority of ex-patients interviewed. 
In fact our evidence would suggest the 
contrary: that some ex-patients changed 





7Soule, George, Men, Wages, and Employment 
(New York: Mentor Press, 1954). 
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jobs too frequently, and the causes of these 
changes were not always for defensible 
reasons. In large measure, the best ad- 
justed ex-patients tended to change jobs 
or employers less frequently than the 
poorly adjusted ex-patients within our in- 
terviewed sample. 

A proper assessment of norms of job 
changing,” it is recognized, would entail 
a consideration of some of the following 
factors: age, sex, skill level, health status, 
race, ethnicity, personality, and labor 
market conditions. 

But pending a more complete assessment 
than one effected with our interviewed 
patients, our data would suggest that 
changing jobs frequently rather than at- 
tachment to a single job or employer would 
indicate emotional instability. Our data 
would also suggest that few ex-patients 
were inhibited about changing jobs be- 
cause of their history of hospitalization 
for mental illness. 


JOB SATISFACTION 


Our data would suggest that our inter- 
viewed population of employed ex-patients 
were no more satisfied or dissatisfied with 
their jobs than the normal work force, 
and that, like the normal work force, job 
satisfaction varied directly with the level 
of skill: i.e., the more skilled the work, 
the more the resulting satisfaction. 

However, there was some evidence that 
some ex-patients working on unskilled 
levels of work were not too dissatisfied 
since it provided them with what they de- 
sired most: occupation of their time and 
a fixed daily routine, besides the financial 
means for support. 

What perhaps is interesting to note is 
that the unemployed, with few exceptions, 
unlike the normal unemployed, showed 
little or no dissatisfaction with their status. 
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EMPLOYMENT AND A HEALTHY 
LABOR MARKET 


Would the employed ex-patients have been 
able to find employment so readily if they 
had entered the labor market during less 
favorable times than obtained for our 
sample population? 

The answer is obviously no. Under ad- 
verse economic conditions producing 
higher job specifications and increased 
competition for jobs, it is probable that the 
identified ex-patient would experience 
greater difficulty than the normal indi- 
vidual or the unidentified ex-patient. 

In analogous fashion, older ex-patients 
and ex-patients of minority groups, or ex- 
patients with secondary disabilities (those 
excluded in our sample) would have prob- 
ably experienced greater difficulty finding 
work than our interviewed sample. How- 
ever, this added difficulty would not be 
the result of their history of hospitalization 
for mental illness alone but the result of 
employer prejudice against such fairly 
visible factors as age, minority group 
status, and physical disabilities. 


EX-PATIENTS’ ATTITUDE TOWARD 
THEIR MENTAL ILLNESS & 


How do ex-patients conceptualize their 

mental illness, its causes, and “cure’’? 
Few ex-patients within the interviewed 

population seemed to have very much 


understanding of their illness. Some felt 
protected by this lack of understanding. 
One patient, in fact, said that he did not 
ask the hospital doctor what was wrong 
with him, feeling that it was none of his 
(the patient’s) business. 

As to causes, only very few patients ap- 
proached what would be a sophisticated 
explanation. Many attributed their ill- 
ness to overwork, overfatigue, excessive 
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drinking, heated arguments, physical ill- 
ness, worry, or to the malice of a spouse, 
sibling, or parent. Some equated it with 
and concealed it behind physical illness. 
A few, however, recognized a sharp dif- 
ference between mental and physical ill- 
ness and wished that they had been 
stricken with heart disease or cancer. At 
least then, they thought, they could put 
their finger on it. The lack of concrete- 
ness and definiteness of mental illness lent 
to it an elusiveness that was disturbing to 
them. 

Given this lack of understanding, for 
whatever reason, it is not illogical to find 
that many ex-patients have developed the 
point of view that their staying well de- 
pends on suppressing the unpleasant ex- 
perience of illness and of “closing the 
book” on it. They see no function in re- 
opening the past and stirring up memories. 
It seems best “to forget it as if it had 
never happened.” There is ‘“‘nothing to 
be gained” by discussing it. The convic- 
tion seems implicit that the threat (ap- 
parently ever present) of relapse can be 
warded off by keeping memories of illness 
shut out. (This view of staying well by 
“closing the book” is widely supported by 
relatives of ex-patients.) 

A social value that many patients have 
adopted is that staying well depends on the 
patient’s own strength to help himself. 
This ideology works both ways and prob- 
ably helps keep some patients well as it 
serves to maintain the pattern of illness 
of others. 

This tendency and desire to “close the 
book” seems related, too, to feelings of 





8In reading this, some account should be taken 
of the tendency for retrospective distortion by the 
respondent as well as the fact that the majority of 
respondents were from the working class. 
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shame. Patients may not understand 
mental illness, but they do understand the 
low valuation of mental illness prevalent 
in our society. And even those patients 
who say that “mental illness is like any 
other illness” and “there is nothing to be 
ashamed of” are still reluctant to talk 
about it as they would any other illness. 
These patients seem to state too vigorously 
and repetitiously this feeling that there is 
“nothing to be ashamed about.” The in- 
tent seems aimed at convincing themselves 
rather than others. Many patients, on the 
other hand, admit that mental illness is 
something to be ashamed of and get sup- 
port of this view from their relatives. 

Related to this disinclination to talk 
about their illness is the patients’ attitude 
toward aftercare clinics. Although some 
ex-patients spoke favorably of them, many 
expressed negative feelings toward them 
because they serve to remind them of their 
illness, and many patients deliberately hold 
back information during these clinic visits 
because of their fear of rehospitalization. 
Thus, even within a medical setting, they 
feel too anxious to talk freely about their 
illness. 

To achieve this objective of shutting 
out the past, many patients have worked 
out an ideology of activity. Keeping busy 
(and avoiding idleness) is one way of keep- 
ing the mind uncontaminated by the past. 
Another way of keeping healthy is to get 
plenty of sleep. Thus, between busyness 
and sleep, the mind is not kept occupied 
by thoughts of past illness. (Of course, 
long hours of sleep solve for many ex- 
patients their inability to use their leisure 
time constructively. 

From a layman’s point of view (i.e., the 
ex-patient’s) it can be argued that they 
indeed have little to gain by talking about 
their illness and perhaps it is functional 
for them to “close the book on it.” Again, 
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ex-patients can never be sure of the re- 
sponses they will produce in others in talk- 
ing about their illness. Until, therefore, 
there is greater understanding of mental 
illness generally and until society accepts 
mental illness as it does other illnesses, 
these patients may be most discreet in 
keeping their past “shut out.” In prac- 
tical terms, too, for many ex-patients men- 
tal illness means the crowded and imper- 
sonal state mental hospital and frighten- 
ing shock therapy, both provoking enough 
nightmarish qualities to discourage think- 
ing and talking about their episodes of 
illness. 


INFORMING THE EMPLOYER— 
WHOSE DILEMMA? 
It is part of the labor market tradition 
for a seller (a job applicant) to talk about 
his assets. And the prevailing doctrine 
of caveat emptor gives sanction to this 
practice as well as warning to the buyer 
(the employer). The majority of ex- 
patients know that a history of mental 
illness is not a job asset, and it is best, 
therefore, not to talk about it. Part of 
the reality of getting a job is putting one’s 
best foot forward. The majority of ex- 
patients who succeed in getting work do 
not talk about their illness. One fourth 
of the ex-patients, however, began by so 
informing the prospective employer, and 
soon learned that if they were to find em- 
ployment, then discretion is the better part 
of candor. After experiencing several re- 
jections, they learned to emphasize their 
assets. Also, in time, as they moved away 
from the hospital, some ex-patients felt less 
the need to make reference to it. Thus, 
for some ex-patients, there was a smaller 
likelihood of telling a second employer 
than a first, following hospitalization. 
The fact that emerges is that about 
three-fourths of the ex-patients do not 
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identify themselves as such in the labor 
market. This helps to explain the finding 
reported in the previous study that few 
employers had experiences with the em- 
ployment of ex-patients. 

What is also interesting is that about 
one-fifth of the employed patients secured 
work despite the disclosure of their ill- 
ness. Apparently telling about one’s hos- 
pitalization is not necessarily fatal if one 
looks and acts well enough to be con- 
sidered recovered. This is borne out in 
part by the experiences of the unemployed 
group who did not get hired even though 
they said nothing about their illness. It 
seems most expedient usually not to tell, 
but probably if one talks about one’s ill- 
ness appropriately and if one acts appro- 
priately to support the talk, it is possible 
for the identified ex-patient to secure 
employment. 


The implicit assumption persists that 
most ex-patients feel intermittently un- 
comfortable about having to conceal their 
hospitalization experience. There is little 
evidence in our data to support this as- 


sumption. Most employed ex-patients ac- 
cept such concealment as an act of pru- 
dence and one of the ways of coming to 
terms with the reality of the job world. 

It would appear, rather, that many ex- 
patients feel uncomfortable talking about 
their illness, especially to those who they 
feel are not likely to be understanding. 
And many ex-patients feel that their ill- 
ness is in the past, and there seems to be 
little point in talking about it. This 
attitude is not infrequently given support 
by members of the family who share the 
ex-patient’s tendency to bury the illness 
in the past. Further rationale for not tell- 
ing is that it is a private affair not rele- 
vant to a business transaction and that 
there is no point in talking about an his- 
torical fact of one’s past illness since one 
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is currently well. “Wellness” is symbolized 
by release from the hospital. 

But what is perhaps more interesting is 
that for many ex-patients the issue does 
not even arise. Being realists, they seek 
out the smaller employer® who hires in- 
formally, and they avoid the larger em- 
ployer who is likely to require the comple- 
tion of a printed application form in 
addition to a physical examination. The 
ex-patients know that when a question on 
mental illness appears, an affirmative 
answer is likely to become a reason for 
rejection. The small employer does not 
usually make it his policy to ask applicants 
if they were hospitalized for mental ill- 
ness. Again, since 60 per cent of the 
ex-patients work on semi-skilled, unskilled, 
or service jobs, they are in jobs which are 
not likely to provoke much scrutiny of 
their past, especially during periods of high 
employment. 

In short, the evidence would suggest that 
most ex-patients are realistic at least within 
the job world and accept the prevailing 
practice of talking only about those factors 
which are job relevant and likely to serve 
to persuade the employer of their work 
capacity. There is some evidence that 
employers would be deterred from hiring 
patients who deviated from this practice. 
Finally, the issue of telling or not telling 
is often misperceived by some professional 
workers who regard it in moral terms and 
talk about the patient’s “lying.” Or, they 
assume that, invariably and uniformly, 
concealment creates great anxiety and 
that patients are completely immobilized 
by the fear of their discovery. No evidence 
was found in support of this assumption 





9 This practice of seeking employment with the 
small employer does limit the employment oppor- 
tunities of ex-patients, especially in an economy 
characterized by large scale industry. 
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except for a few patients. We suspect that 
ex-patients who are ambivalent about the 
prospect of working tend to displace this 
ambivalence to the problem of whether 
they should tell or not tell an employer. 
Some professional workers may react to the 
manifest aspects of this problem. In our 
view, the issue is not in those terms as 
presented by the patient, but rather in 
terms corresponding to the ex-patient’s 
underlying need: does he want to work; 
can he work? 


HOW EX-PATIENTS FIND JOBS 


The majority of ex-patients find their jobs 
informally, through their own efforts or 
those of friends and relatives. This is in 
accord with the habits of the normal labor 
force of whom only a minority ever secure 
jobs formally through the intervention of 
an employment agency or a professional 
helper. 

The fact that the majority of ex-patients 
enter the labor market in a way which 
accords with labor market traditions and 
employer expectations also serves to ex- 
plain, in part, their ability to find employer 
acceptance. 


TIMING RE-ENTRY INTO THE 
LABOR MARKET 


There emerged among ex-patients a pat- 
tern which, although it is hard to describe, 
is identifiable. Each ex-patient seems to 
develop a feeling regarding his own readi- 
ness for work (as well as his own unreadi- 
ness.) Based on this feeling, some released 
patients enter the labor market almost 
simultaneously with their release; others 
will wait for several months, and some will 
hold back for as long as a year or more. 
This appears to be a highly variable matter. 
There is some evidence that a minority of 
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ex-patients have to be aggressively pushed 
into employment if they are to find work. 
Determination of the amount of guidance 
and support, if any, to be given to released 
patients should be based on careful clini- 
cal judgment rather than on assumptions 
of ex-patients’ helplessness. Our data in- 
dicate that the feelings of released patients 
as to their work readiness would be one 
important criterion in arriving at such 
judgments. 

The hospital practice of not infrequently 
conditioning release on the patient’s find- 
ing work might tend to be self-defeating 
and discouraging to some ex-patients who 
have to bide their own time prior to 
seeking employment. Being ready for re- 
lease and for work is not one and the same 
thing. 


DETERMINING APPROPRIATE JOB 
LEVEL FOLLOWING RELEASE 


Since three-fifths of the employed ex- 
patients were working in semi-skilled, un- 
skilled, or service jobs, little judgment was 
required of them to determine an appro- 
priate job level. They were already at the 
bottom of the occupational ladder. 

For the remaining ex-patients, the ma- 
jority returned to their premorbid job 
level. 

A minority of ex-patients who had 
doubts about their work capacity returned 
to the labor market below their premorbid 
occupational level and_ experientially, 
both tested out their capacity for higher 
level work and developed strength for mov- 
ing upward. 

Eleven per cent of the employed ex- 
patients continued at an occupational level 
below their premorbid one. Whether this 
occupational decline was always justified 
was not answerable with the data available. 





Employment experiences of patients 


But some of the ex-patients may have 
found working conditions congenial to 
their needs, which they prized more highly 
than the appropriateness of work level. 

There was some evidence expressed by 
a few ex-patients that their major consid- 
eration was staying well and staying out 
of the hospital. And for this group, work 
was looked on instrumentally, in the sense 
of serving their health needs. They were 
more concerned with staying well than 
with so-called job successes. This minority 
of ex-patients wished to avoid stress, and, 
thus, were satisfied with jobs requiring 
minimal responsibility. In a sense, some 
of these ex-patients regarded themselves as 
fragile and sought work that was not 
threatening to this fragility. In some 
cases, the families enhanced this feeling 
of fragility of some of the ex-patients. 


OLSHANSKY, GROB AND EKDAHL 


SUMMARY AND CONCLUSION 


Our findings raise questions concerning 
five commonly held assumptions: 

1) That obtaining employment is gen- 
erally a major problem for ex-patients; 

2) That many ex-patients are unem- 
ployed because of negative employer 
attitudes; 

3) That employed ex-patients generally 
fall into occupational levels below their 
capacities because of discriminatory prac- 
tices; 

4) That ex-patients feel intermittently 
uncomfortable about having to conceal 
their history of hospitalization from em- 
ployers; and 

5) That ex-patients as a group need 
and/or want active professional interven- 
tion in negotiating their return to the 
labor market. 








FLORENCE BUSH PRESTON, M.A. 


Combined individual, joint 
and group therapy in the 
treatment of alcoholism 


Perhaps the original title of this paper, 
which was shortened for practical purposes, 
may clarify more definitively the subject 
for discussion: namely, “The Effectiveness 
of a Selective Combination of Individual, 
Joint and Group Therapy in the Treat- 
ment of Personal and Intra-family Rela- 
tionship Problems in an Alcoholic Clinic.” 
In this context, joint therapy, in contrast 
to group therapy, represents therapy with 
two members of a family as compared to 
several individuals, not necessarily mem- 
bers of the same family, as characteristic 
of the group therapy situation. The joint 
therapy in this discussion involves marital 
partners. 





Mrs. Preston is a psychiatric social worker, Adult 
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The idea of selectively combined indi- 
vidual, joint and group therapy, tailored, 
so to speak, to meet the psychological and 
social needs of the individual patient may, 
indeed, be new to many of you. 

The individuals under discussion in- 
clude men and women patients who were 
problem drinkers themselves or were 
spouses of problem drinkers. 

Some mention of the philosophical 
framework should be made here with re- 
gard to symptomatology and dynamics 
generally. ‘The symptom of alcoholism it- 
self, it is fairly generally agreed, appears 
to be determined by environmental and 
cultural factors. The individual who has 
reacted to a long-time stress situation with 
excessive drinking may previously have 
made an adequate or satisfactory adjust- 
ment to life; however, he may, over a pe- 
riod of time, regress to a level, in terms of 





psychological and social functioning, simi- 
lar to that of the so-called chronic problem 
drinker or compulsive drinker who reveals 
more severe pathology originating in an 
early period of his life and evidenced by 
difficulties in family, school, work situ- 
ation, etc., from an early age. This has 
led many clinicians who have worked with 
alcoholics therapeutically, to the conclu- 
sion that the absence of a significant emo- 
tional relationship early in life or its 
counterpart, the presence of warped, in- 
consistent, or pathological relationships, 
contributed to the psychological and be- 
havioral picture presented by the alcoholic. 

This premise is substantiated by the 
problem drinker himself once he is en- 
gaged in therapy; the therapeutic relation- 
ship appears to meet, in some degree, the 
insatiable need as expressed by the symp- 
tom, and this can result in continued ab- 
stinence or a considerable modification of 


the drinking pattern upon his entrance 
into therapy and as he becomes better inte- 


grated and more mature. One young 
father of twenty-eight, with three children, 
who sought help when his wife was about 
to leave him because of his excessive drink- 
ing (begun in adolescence) was able, 
throughout a year of therapy and subse- 
quently, to maintain abstinence and relieve 
excessive tension as he resolved many per- 
sonal and family relationship problems. 
In this family, the nonalcoholic wife’s per- 
sonality problems were such that the prog- 
nosis for the future marital relationship 
appeared questionable, not from the stand- 
point of the husband's drinking problem, 
which no longer existed currently, but from 
the standpoint of the wife’s emotional dif- 
ficulties which began to be expressed in 
excessive social drinking and for which 
she could not bring herself to seek help. 
This is also an example of how one mari- 
tal partner may become sicker in an ailing 
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and yet sustained marital relationship as 
the spouse improves through individual 
therapy. 

Just as some problem drinkers have a 
basic, long-time personality difficulty which 
the compulsive drinking symptom ex- 
presses, and other problem drinkers seem 
to have regressed into excessive drinking in 
periods of crisis or tension, so the nonalco- 
holic relative represents a similar gamut of 
personality difficulties. The personal and 
interpersonal relationship problems pre- 
sented by family members of the alcoholic 
may or may not be related to the alcoholic’s 
drinking symptom. Some family mem- 
bers may be as sick or sicker emotionally 
than the alcoholic, but the drinking symp- 
tom itself and accompanying uninhibited 
behavior are so prominent that social non- 
acceptance (and prejudice) immediately 
give it primary importance to the com- 
munity at large as the focus of all the 
family ills. 

Some mention should also be made of 
the community facilities in relation to 
problem drinkers and their family mem- 
bers. Although there is not an alcoholic 
clinic in every community, there is an in- 
creasing number of social and health 
agencies where help can be found for the 
problem drinker and family members who 
seek it. In most communities there is an 
Alcoholic Anonymous organization whose 
members provide valuable help to the alco- 
holic and generally co-operate with exist- 
ing agencies in facilitating treatment. The 
nonalcoholic wife may get help from A.A. 
through its Alanon group, and often this 
meets her needs, just as A.A. may meet 
the needs of her husband. The inspira- 
tion-repressive mechanism involved in this 
approach is effective and very helpful to 
many many people. Here they find a 
philosophy of life and people with whom 
to identify and discuss mutual problems. 
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Sometimes this leads to an interest in pro- 
fessional help, which they may seek for sev- 
eral reasons: (1) The husband’s sobriety 
may not solve their marital problems as 
they had hoped it would; for instance, 
many wives discover difficulties in the rela- 
tionship after sobriety that they had not 
been aware of before; (2) The sobriety it- 
self might end; (3) Frequently, even after 
a successful period in A.A., one or both 
partners may feel uneasy, perhaps because 
of current stress in the life situation and 
fear that the heretofore smooth adjustment 
or sobriety is being threatened, and they 
feel the need of psychological help to avoid 
recurrence of the previous pattern. This 
help would be available through private 
psychotherapists and community agencies 
such as psychiatric clinics, family casework 
agencies, child guidance clinics, etc. 

In discussing combined therapies, I plan 


to present, briefly, the main principles in- 
volved and the observed developments as 
they occurred. 

To begin with the groups: two con- 
sisted of mixed groups of men and women 
problem drinkers ranging in age from the 


early thirties to the early fifties. Some 
members of the first group, which had 
started almost a year before the second 
group, continued in group therapy for a 
total period of 24 months. The second 
group met for a period of 14 months. The 
average regular membership in each group 
ranged from six to ten persons; this was 
true, also, of the nonalcoholic wives’ group 
which terminated at the end of six months, 
according to prearranged plan. A fourth 
group consisting of two young married 
couples in their twenties met in regular 
group sessions over a period of three months 
while in concurrent individual therapy or 
joint therapy. One-third to one-half of each 
group membership were in concurrent 
individual therapy. Although a certain 
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amount of group attrition resulted from the 
patient leaving the group to continue with 
individual therapy exclusively, there were 
some who would not have been able to enter 
into and sustain an individual therapeutic 
relationship without the preliminary or 
concurrent support of the group therapy 
experience. Individual sessions were avail- 
able on request to any members not in 
regular individual treatment. Such ses- 
sions were requested for the handling of 
stress situations when the patient felt he 
needed help and felt unable to wait for the 
next group meeting (held weekly) or felt 
unable to discuss something in the pres- 
ence of the group. The availability of such 
sessions seemed to serve a particularly valid 
therapeutic purpose; the patient could 
come as near or stay as far away as he 
chose from closer involvement. Even the 
occasional, and particularly the regular 
concurrent, individual therapy sessions 
demonstrated over and over again how a 
piece of insight or self-understanding could 
be helped to “break through” as a result 
of the patient discussing, in individual 
therapy, some problem or interaction which 
had occurred in group therapy. It some- 
times happened in reverse. 

Although the therapeutic principles ap- 
plicable in individual work are basically 
part of the group process, the multiplicity 
of interactions and interrelationships be- 
tween the various group members and the 
therapist provide for additional therapeutic 
experience not possible in a “one-to-one” 
relationship, such as when one member, 
through identification with another mem- 
ber’s expressed feelings, is able to be freer 
of his own constrictions or, in reverse, by 
mobilizing control of emotional liability. 
The group is also an excellent medium 
for reality testing. The group setting 
makes it possible, particularly with con- 
current individual sessions, to observe 





what is occurring psychologically and be- 
haviorly with each member of the group 
with regard to: 1) individual dynamics, 2) 
the meaning of interaction of each mem- 
ber with every other member in the group, 
and the therapist, and 3) meaning of the 
group entity as a whole to each individual 
member. 

Since the group setting offers rich op- 
portunity for “acting out,” the question 
may arise regarding the possibility of a 
group member arriving in an intoxicated 
state. It happened rarely, but it does 
occur. It can be a therapeutic experience 
for the person and the group. An ex- 
ample of this is the woman, a shy person 
with difficulty in expressing herself, who 
had had seven months of individual 
therapy before entering the group. One 
of her problems had been that of soli- 
tary drinking, which had not yet inter- 
ferred with her responsible, long-time 
position. She had been under considerable 
stress and, on one occasion, drank before 
coming to a meeting, arriving quite intoxi- 
cated, She expressed pride at having “made 
it” to the meeting as well as remorse for 
her condition. She also expressed herself 
fully regarding the crisis situation which 
was troubling her and described her feel- 
ings regarding various members of the 
group. The group identified strongly with 
her because of their appreciation of her 
limited ability to express herself and ac- 
cepted her and her behavior, although 
after her departure the group needed help 
in handling their reactions to the experi- 
ence. In another instance, a man arrived 
mildly intoxicated and requested concur- 
rent individual therapy after the meeting, 
which he used well, maintaining abstinence 
subsequently. There were good immediate 
therapeutic results from these two drink- 
ing episodes. It is my feeling that this 
kind of “acting out” behavior requires tol- 
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erant but firm and consistent handling. 
It was made clear by the therapist, both 
individually and in the group, that the 
person was accepted, the drinking was 
understandable in that particular instance, 
but that there was no approval of fur- 
ther drinking.’ Other group members made 
one or two comments of a testing nature 
regarding drinking, which were handled 
in the same way: namely, that drinking 
was not acceptable in the group. This can 
be conveyed, effectively, nonverbally as 
well as verbally. 

Perhaps it is because of the severity of 
the personality difficulties and interper- 
sonal relationship problems in these pa- 
tients that a varied intensification of 
therapy appears as a possible solution. One 
alcoholic patient who had been receiving 
both group therapy and individual therapy, 
concurrently, seemed unable to make much 
progress in terms of her disturbed marital 
relationship. Her husband, who had also 
expressed interest in individual therapy, 
requested it with his wife’s therapist in a 
desire to work not only on his own per- 
sonal problems (he was nonalcoholic) but 
also on his marital problems. Such a 
plan was made, and later on, joint therapy 
with husband and wife together was added. 

The timing for joint therapy was im- 
portant, inasmuch as it was at this point 
that the husband was becoming aware of 
his vicarious satisfaction in the depend- 
ency needs and “acting out” behavior of 
the wife because of his own unresolved 
problems in these areas. It was not long 
after this that the wife’s group therapy 
could be terminated. It was felt, in this 
case, that the joint therapy was chiefly 
responsible for the resolution of the mari- 
tal difficulties because of the direct thera- 
peutic attention to the marital relationship 
in the joint sessions. 

Various combinations have been utilized, 
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with a specific goal in mind. For instance, 
the two young couples with anxiety about 
parent-child relationship problems, who 
met together for a three-month period, 
were enabled, through interaction with 
each other, to handle the anxiety of the 
two alcoholic members (a man and a 
woman) sufficiently to motivate them 
strongly to work on tleir disturbed marital 
relationships; both couples subsequently 
did this in joint therapy. 

The use of the joint sessions has served 
a two-fold purpose: that in which it was 
the preferred form of therapy with limited 
goals and that of implementation to in- 
dividual therapy or group therapy as de- 
scribed. In two instances, two couples— 
one in their thirties, with three children, 
and one in their fifties—utilized joint 
therapy only with remarkable success in a 
relatively short period: the first couple in 


a period of three months of therapy and 
the second in a period of six months of 


therapy. In both of these cases, the crux 
of the therapeutic interaction in the course 
of the joint sessions was the handling of 
the irrational projections and distortions 
of one marital partner. The unreal ele- 
ments in the personality conflicts of the 
partner reacting in this way played the 
main role in disturbing the previously 
functioning complementarity of the mari- 
tal relationship. 

Nathan W. Ackerman, in “The Diagnosis 
of Neurotic Marital Interaction” in Social 
Casework, April, 1954, states: “The con- 
flict between the partners” [moreover] 
“bears a special relationship to the struc- 
ture of intrapsychic conflict in each 
partner. The very first question to arise 
is: What part of the conflict is real, what 
part unreal and determined by neurotic 
perception and motivation? Further, how 
does the unreal part secondarily distort the 
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relatively more real aspects of marital 
interaction?” 

There appears to be increasing recog- 
nition in the literature on marital. inter- 
action by all the professional disciplines, 
that the disturbed marital relationship it- 
self may not necessarily benefit, thera- 
peutically, by either individual treatment 
of one partner or by individual treatment 
of both partners by different therapists 
working separately. The experience of 
therapists in this area indicates that at- 
tention to the multiple factors influenc- 
ing the relationship are fundamental to 
the understanding of its complementarity 
and reciprocity of satisfactions within the 
relationship. As is true of the relation- 
ships in a group, the marital relationship 
is more than the sum of the personalities 
of the partners. The relationship can in- 
fluence each partner, which, in turn, can 
change the relationship. 

The criteria for selection of patients for 
any of the three forms of therapy, i.e., 
individual, group, or joint, included one 
or more of the following, in addition to 
clinical considerations: 1) awareness and 
recognition of need for help for self in 
terms of own personality problems; 2) 
awareness of self-involvement in marital 
relationship difficulties; 3) awareness of 
self-involvement in parent-child relation- 
ship problems. With regard to admission 
to group therapy, other factors were con- 
sidered, such as the patient’s ability to par- 
ticipate in a group and, particularly, his 
comfort or desire for comfort in express- 
ing himself in a group. Some were more 
shy and isolated socially than others. The 
therapeutic goal, generally applicable to 
all three therapy forms, was better under- 
standing of self (in the life situation) 
and/or better understanding of self in re- 
lation to spouse or children. 





In the alcoholic groups, because of fewer 
current close interpersonal relationships 
(many were divorced, separated, or single) 
these people were motivated for changes 
within themselves and/or their behavior. 
With those who did maintain meaningful 
close relationships, there appeared to be 
less conscious anxiety in this area. 

In the nonalcoholic wives’ group, all 
were mothers of young children and/or 
teen age children. Motivating factors which 
all had in common, without exception, 
were: anxiety regarding the marital rela- 
tionship and desire for help with parent- 
child relationship problems. In this par- 
ticular group, apart from individual 
changes, there were some universal ones 
experienced by everyone (whether the hus- 
band was in treatment or not); 1) de- 
crease or disappearance of anxiety and 
hostility toward alcoholic spouse; 2) in- 
crease in self-interest and in external satis- 
factions; 3) decrease in symbiotic relation- 
ship with spouse—seeing themselves as 
separate persons; 4) recognition of own 
dependency needs and how handled, in- 
cluding both met and unmet needs; 5) 
actual working through of some parent- 
child relationship problems, resulting in 
partial or total resolution of specific prob- 
lems in the children. 

By contrast, the results in the alcoholic 
groups were more individualized, although 
there were some common realizations by 
different persons at different periods in 
treatment, such as: reduction in impul- 
sivity or emotional liability; understanding 
of patterns of reaction and behavior in- 
volving hostility, perfectionistic drives, self 
destructiveness, etc. One alcoholic patient 
who terminated at the end of one and 
one-half years of group therapy and one 
year of concurrent individual therapy, re- 
vealed, as gradual and increasingly ade- 
quate functioning occurred (i.e., psycho- 
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logical and behavioral functioning) the 
following change in pattern: “I have failed 
again—I give up—I blame my hated step- 
mother” to “I have succeeded—I can do it 
again—I understand why I hate my step- 
mother—I am responsible for my own 
behavior.” 

In joint therapy with married couples, 
there were the following positive prog- 
nostic indications in terms of the couples’ 
ability to utilize help: 

The initiation of the request for help 
was made in each instance by the spouse 
whose current “acting out” (i.e., drinking) 
symptom had precipitated anxiety and 
motivation within himself (or herself) to 
do something regarding his own personal 
problems as well as marital relationship 
problems. Subsequently, as predicted ac- 
curately by the applicants, their spouses 
were found, when interviewed, to be as in- 
terested in help for their own personality 


difficulties, in varying degrees, and also in- 
terested, and this primarily, in better 
understanding their part in the marital 
relationship difficulties; each spouse who 
had children asked for the same kind o’ 
help with regard to his relationships with 


his children. The nonalcoholic wives 
involved wondered to what extent they 
encouraged, consciously or unconsciously, 
the drinking problem of the spouse. 

One of the chief values of the joint 
sessions appeared to be the immediate 
availability, through observation, of the 
kind of interaction which could throw 
light on the nature of the relationship as 
well as on the personalities of the marital 
partners. The joint interaction proved 
valuable diagnostically and prognostically 
as well as simultaneously therapeutic. 
The experiential nature of the verbal 
and nonverbal interaction shares some 
characteristics with both individual and 
group therapy. 
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From the patients’ standpoint in joint 
therapy, all, without exception, expressed, 
aside from any attitudinal or behavioral 
changes, that early in the joint sessions 
they were able to discuss problems which 
they could not discuss at home because 
of upset and angry feelings. Much later 
in the sessions, they described increasing 
facility in communicating with each other 
at home, without tension in the area dis- 
cussed earlier in the joint sessions, as the 
marital relationship became relieved of 
its stresses and strain. The focus here 
is as much, at times, on the relationship 
as on the individual patient and since 
social as well as psychological processes 
are involved, the resulting development of 


emotional communication between the 


partners is facilitated. 
In concluding, a word should be said 
regarding the importance of the initial 


contact and/or beginning therapeutic 
period with the person who has a drinking 
problem. An attitude of acceptance and 
respect for the individual as a human 
being is important on the part of every 
staff member who comes in contact with 
the patient. In our center, which is a 


multidisciplinary setting and which in- 
cludes both a medical and a psychiatric 
clinic, it is felt that the psychological at- 
mosphere, so to speak, is contributed to 
by the total staff, including the reception- 
ist at the beginning contact. The giving 
to and doing for the patient, which ap- 
pears to be vital initially, is represented 
by the giving of symptomatic medical 
treatment. In initial psychotherapeutic 
contacts, the more active (than usual) par- 
ticipation of the therapist is essential. And 
as all social workers know, the quality 
known as warmth in the personality of the 
therapist, is almost as, if not as, important 
as technical skill. And, finally, I would like 
to stress the importance of considering both 
the problem drinker and the relative who 
seek help, as human beings with just as 
individualized a personality and life experi- 
ence as any other person who, in effect, 
is saying that he is unable to cope with 
his life situation without some help. If 
the alcoholism itself is seen as a symp- 
tom rather than unacceptable social or 
moral behavior, it is easier to find the 
human being who is enmeshed in its 
entanglements. 








IAGO GALDSTON, M.D., F.A.P.A. 


Ethos, existentialism and 
psychotherapy 


Whoever treats of existentialism, no matter 
how he defines it, broaches the perennial 
problem of the soul. And the conjunction 
of existentialism with psychiatry connotes, 
to my mind, the recognition that the psyche 
does not equate to the soul, and also, that 
when psychiatry leaves the soul out of its 
accounts, it is in many respects inadequate 
and incomplete. The psyche does not equate 
to the soul, because the soul is laden with 
normative values and implications and the 
psyche, only with physiological ones. The 
psyche, man shares with all the rest of the 
animal kingdom—witness animal psychol- 
ogy—but the soul, at least by definition, is 
uniquely human. 

For those ill at ease with the term “soul,” 
I would paraphrase this affirmation in a 
more simple, but also more naive pattern, 
to wit: some among us have thus come to 
suspect that the full ambient of the psyche’s 
operations, in health and in disease, cannot 
be conceptualized, nor realized in purely 


physiological modalities, but must include 
also some normative components. 

Also, and this is rather significant, the 
normative components must extend beyond 
the pragmatic, into the transcendental— 
must, in other words, relate not only to the 
individual’s immediacies but also to the 
total meaningfulness of his embracing expe- 
rience, beyond his individual being. 

It was René Descartes, the founder of 
neurological psychology, who dislodged the 
soul and relegated it to the pineal gland. 
Why he elected this emplacement for the 
soul, no one can say precisely. But, in doing 
so, he initiated a divergence in psychiatric 
thinking from which we are only now be- 
ginning to recover. What I mean is that, 
with the initiation of neural psychology, 
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and as a consequence, both psychology and 
psychiatry discarded “the soul” and replaced 
it with the “psuche,” the psyche. Since then, 
the psyche, as a primary aspect of mind, 
and mind, as a derivative of brain structure 
and operation, have prevailed as the dom- 
inant, but not the universal, persuasion of 
psychology and psychiatry. I say dominant 
but not universal, because there was always 
a fringe group of thinkers and scientists who 
stubbornly resisted the seductive rationality 
of the Cartesian Méthode, being persuaded 
that there was more to the psyche, and 
vastly more to the soul, than a labyrinth of 
reflex arcs dominated by a mass of gray 
matter. 

Interestingly enough, it was one of the 
great pioneers of modern science, Paracel- 
sus, who headed this recalcitrant group. 
The line of his unorthodox orientation can 
be traced through a host of men, from Stahl, 
through to Mesmer, and from the Natur- 
philosophs of the Romantic period, down 
to Freud. 

Freud, on every possible occasion, af- 
firmed his allegiance to nineteenth century 
science. In effect, however, he breached the 
science of his natal century. Unconfessed, 
and most likely unwittingly, he had a 
greater affinity for the Romantics and the 
Paracelsians than he had for the mechanist- 
materialist school of his own age, for, say, 
DuBois-Raymond and Brucke. 

The essential historical facts are that 
Freud structured his psychiatry, his meta- 
psychology, and his psychotherapy not on 
a foundation of neurons, reflex arcs, associ- 
ation centers, and so on, but rather on the 
basis of instincts, primal drives, repressions, 
sublimations, transpositions, etc., all of 
which, according to Freud, are ultimately 
reflected in the interrelationship of Ego, 
Id, and Superego. By this formulation, 
Freud lifted psychiatry out of its low onto- 
logical level and raised it to a plane where 


530 


once again one might view mind and psyche 
in the ambient of the soul. 

Seen in the perspective of our considera- 
tion, the cardinal contribution made by 
Freud lies in this: that he brought into our 
awareness the existence and operation of 
an intrapsychic concatenation of energic 
quanta, which he termed Id, Ego, and Su- 
perego, and which are, except at the vital 
level, neither dependent upon, nor explica- 
ble by, physics and chemistry—simple mat- 
ter and simple energy. His was, therefore, 
not a science of things but one of relation- 
ships. 

Freud revolutionized psychiatry, but he 
encountered much difficulty in defining his 
tripart energic quanta: the Id, Ego, and 
Superego. The one that gave him the great- 
est trouble, and where he went most astray, 
was the Superego. 

Freud traced the origin of the Superego 
to the inhibiting injunctions imposed on 
the child by the parent and to the other 
supplementary, socializing taboos and pro- 
hibitions which society imposes upon the 
individual. One need not subscribe to 
Freud’s mythological rendition of the Oedi- 
pal complex, with its infantile incest wish, 
castration fear, etc., to appreciate that, in 
this formulation, Freud extended the en- 
compassment of his psychoanalysis beyond 
the confines of a purely intrapsychic science, 
to embrace, in its most limited confines, 
the familial constellation. The individual 
is indeed the terrain in which the contest is 
waged, but the protagonists may be, and 
indeed are, extraneous and alien to the 
native person. Only the Id is given; the 
Ego is acquired; the Superego is imposed. 

In the early days, psychoanalysis was 
fixated to “the individual on the couch.” 
It was not long, however, before the disci- 
ples and followers of Freud became aware 
of the restrictive limitations of this fixation. 
They broadened their concerns, perceiving 





that man does not live alone even within 
himself. He is never self-made. He is em- 
bedded within a social matrix, the first 
perimeter of which is the family group. 
More remote, but not less potent, is the 
community and the more extensive social, 
economic, and cultural aggregate. 

One of the most significant episodes in 
the development of psychoanalytic theory 
was the discovery of the character neurosis. 
This discovery stands to the credit of the 
late, and to be lamented, Wilhelm Reich 
although others, notably Franz Alexander 
and Nunberg, shared in its exposition and 
illumination. This discovery cut squarely 
across Freud’s basic theory of the etiology 
of the psychoneurosis. The psychoneurosis, 
according to Freud, derived from repression. 
The Ego was, so to say, caught in a squeeze- 
play with the Id drives on one side and 
the Superego on the other. But here were 
the character neurosis-revealing, instinct- 
driven individuals in whom the Superego 
was either missing or, if present, nonopera- 
tive. 

In such cases, and they are very numerous 
in contemporary society, there are no Freud- 
ian repressions apparent and none to be 
conjured up from the depths of the uncon- 
scious by the necromancy of “free associ- 
ation” for these are not cases of repression 
but rather of deprivation. 

The recognition of the character neurosis 
served to extend the interests of analysts 
and analytically oriented psychiatrists be- 
yond the purely intrapsychic phenomena to 
the psychological dynamics of group rela- 
tionship, within and beyond the family. 

In connection with these developments, a 
few names come to mind: the Swiss, Maed- 
der, one of the early co-workers of Freud, 
Alfred Adler, Trigant Burrows, an Ameri- 
can whose work has been sadly neglected, 
Harry Stack Sullivan, William Heally, and 
Franz Alexander; also, Bernard Glueck, 
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who must be counted a pioneer in this 
field, David Levy, Paul Schilder, Nathan 
Ackerman, Melanie Klein, and Anna Freud. 
These and others, too, began to ask ques- 
tions, not only as to what the family is and 
how it operates, but, also, what it is for, 
that is, what sociocultural, psychological 
purpose it subserves. 

These inquiries soon made it clear that 
the family, no more than the individual, 
operates in abstracto, that is, as a purely 
psychological dynamism. The qualities and 
the dimensions of the objective world im- 
pinge upon and penetrate into its very sub- 
stance and affect its character. It is thus, 
too, that sociologists, economists, and cul- 
tural anthropologists have entered upon, 
and have made, numerous, valuable, and 
illuminating contributions to the academic 
and informational knowledge of psychiatry 
and psychoanalysis. 

By all this, it can be seen that we have 
come a long way from the Cartesian, ana- 
tomic-physiologic concept of mind and 
psyche. To neural structure and function 
have been added the perspectives and di- 
mensions of ecology, group dynamics, eco- 
nomics, and social culture. The psyche is 
no longer conceptualized as an epiphenom- 
enon of brain and mind; nor is psychother- 
apy envisaged as essentially an intrapsychic 
reorientation. 

Currently, we are on the threshold of a 
new “quantum phenomenon,” the transi- 
tion from the perimeter of the “psyche” to 
that of the “soul.” This “quantum phe- 
nomenon” is represented in Europe by the 
psychiatric preoccupation with “existen- 
tialism.” In America, I would identify it 
with the intensive effort to reconcile religion 
and psychiatry. 

Existentialism, as a form of emotional 
and philosophical orientation, has not, and, 
in my judgment, is not likely to take root 
in the United States. Neither the “soil of 
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experience” nor the “climate of opinion” 
favor its enracination. But we will come to 
to the same goal by a different route. 

The reason for this, as I see it, is that the 
North American people have not been ex- 
posed to, nor afflicted with, the heavy 
burdens of disaster, wars, revolutions, and 
the failures of sociocultural institutions to 
which the European peoples have been sub- 
jected during the past two centuries. We 
in America have a primal, instinctual faith 
in life and in life’s experience. It is no 
doubt naive, but there it is. 

And yet we, quite like the European 
existentialist, are in quest of the soul. Our 
quest is motivated by individual experience; 
Europe’s, by the collective experience. We 
both, however, grope for an answer to the 
question: human existence, what is it for; 
what meaning is there to man’s life? 

The existentialist has seemingly come up 
with an answer, or rather with a variety of 
answers, for there are many varieties of 
existentialism. We in the United States 
have only tentatives and no answers. We 
study the European existentialists, from 
Kierkegaard to Binswanger, Heidegger, and 
Sartre, and we listen to Paul Tillich, Martin 
Buber, and Jacques Maritain. 

But, I am less impressed by the answers 
proffered than enthused by the questions 
asked, for in them I perceive that psychiatry 
has finally recognized the “normative pre- 
requisites” essential to its own maturation. 

Freud affirmed that analysis offered no 
Weltanschauung, no view of life and living. 
Some have interpreted this to mean that 
psychoanalysis is utterly indifferent to the 
value systems of the prevailing ethos—the 
gauge that differentiates between that con- 
sidered to be good, decent, and lawful, and 
its opposites. In so far as every ethos is clut- 
tered with petty, tyrannical, and irrational 
moralizing, Freud and his interpreters are 
correct and warranted. Neither psychoa- 
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nalysis nor psychiatry can be entirely ori- 
ented to, nor serve as, the defenders of the 
status quo. 

But, at the core of every ethos, there is 
the residual and irreducible question: what 
is life for; what is life; what is the meaning 
of man’s existence? To this problem every 
sensitive and thinking man must direct his 
mind and spirit and somehow forge an 
answer. The answer of some is a denial of 
the validity of the question. With others, 
it is existentialism. To still others, it is 
the affirmation of the soul. These last see 
man as a time- and space-bound congela- 
tion of matter, suspended between the eter- 
nities of the past and of the future and 
serving to bind them together in his own 
being and in his own existence. 

You gather, I am sure, that I inscribe my- 
self in the third group. But I will not abuse 
your patience by arguing in its favor. I 
must, however, comment, be it ever so 
briefly, on the other answers. The man 
who denies the validity of the question 
“what is the meaning of man’s existence?” 
most commonly, in his everyday life, denies 
his denial. He does not live a meaningless 
life. On the contrary, most often his life 
is charged with intense devotions. His life 
is suffused with meaning, but he fears to 
formulate it. He belongs to that order of 
man whom I label “facto-phile and idea- 


phobe.” 

Of existentialism as an answer to the 
problem of the meaning of human life, it 
is difficult to speak definitively, for under 
the banner of existentialism march a host 


of faiths, a motley of persuasions. At its 
lowest levels, existentialism appears as a 
philosophy of desperation. “Since we are 
entrapped in existence, let us make exist- 
ence itself the rationale and warrant for 
existence.” This counsel of despair does not 
even have the heroic-Promethean overtones 
of Nietzsche’s “Affirmation of Life” nor the 





hedonic suavity of Omar’s song: “Let us 
live today, for tomorrow we die.” 

At its highest levels, as expounded by 
Tillich, Buber, and Maritain, existentialism 
sounds suspiciously like a refinement of old 
theological issues. I do not object to this, 
but I do wonder, why the new label? Is 
this existentialism anything but a further 
grappling with the Jobian problem? Is it 
not, in effect, an addendum to the Book 
of Job, formulated in the light of our 
better knowledge of Man, the Universe, 
and the psychic dynamics of human cul- 
ture? Is this not, in effect, an advance in 
our understanding of the soul? 

Here, as you see, the soul crops up again! 
Many among our contemporaries are shy 
of the very term “the soul” and with very 
good warrant, too. For the soul has been, 
so to say, pre-empted by the theologians, 
who have attributed to it a variety of at- 
tributes suited not to the soul but to their 
own parochial needs and interests. But the 
soul is not the patented property of religion. 
It is reasonable to believe that the soul was 
an anthropological entity long before reli- 
gions ever were formulated. It was, in fact, 
the forerunner and the progenitor of reli- 
gion. 

To understand the soul in the context 
of psychiatry, one must view it in its anthro- 
pological perspective. Then it becomes 
patent that, in the sporting adventuresome- 
ness of primal creativity, nature spawned 
one creature among its millions that had 
the potential “to treat of meaning.” When 
that took place, we do not as yet know. It 
may have been a half million years ago; it 
may have been 10 million years ago. More 
assured is the fact that this creature, who 
first perceived “meaning” in stick and stone, 
thus creating tools and weapons, has never 
since ceased to search for meaning in each 
and every phase of its being and existence. 
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It thus earned for itself the name Homo 
sapiens. 

It was many, many thousands of years 
ago that this inquisitive and inquiring crea- 
ture perceived that it could not find self- 
fulfillment within the confines of its own 
being, that it needed and wanted the others. 
That perception we now term “altruism.” 
In the birth of that perception, the “soul 
potential” became the “soul operational.” 

The need for others has become, with 
the passing of the millenia, more embracing, 
deeper, and more refined. Two of its most 
subtle manifestations are the recording and 
the study of history and the perennial pro- 
jection of Utopias. 

Religion, as the structured and institu- 
tionalized guardian of man’s altruistic 
knowledge and faith, is of comparatively 
recent origin. 

I need not catalogue for you the deleteri- 
ous effects that are and have been the by- 
products of this institutionalizing process. 
I can only paraphrase for you Lord Acton’s 
words, to affirm that all institutions cor- 
rupt, and the absolute ones corrupt the 
most. But on the other hand, man, as man, 
cannot exist without institutionalizing his 
experience. Here, then, it is not a matter 
of doing away with but of rectification. 

But, on the score of all this, one might 
ask: “Is it really necessary to drag the soul 
into this argument; could it not be left 
out?” To which my response would be: “In 
name, yes, in essence no,” and I see no profit 
in calling the soul by any other name. On 
the contrary, I see a loss in the breach of 
the historic continuity of designating the 
soul as the soul. 

Then it has been suggested that it were 
better to leave all consideration of the soul 
to those whose business and devotion it is 
to care about and for the soul. This, I am 
willing to grant, but, to my mind, this group 
includes the psychiatrist. He, too, must care 
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about and for the soul. Why? Because effec- 
tive psychiatry mus. be normative. 

I'll not reiterate my argument, but rather 
end on a practical consideration. Psychi- 
atry, which was for long the hysterics’ need 
and luxury, has become a common necessity 
in contemporary society. The type and or- 
der of patient we see today, both in and 
outside of the institutional setting, is radi- 
cally different from the patients treated by 
Freud and his contemporaries. More and 
more we see unhappy and inwardly ineffec- 
tive individuals who cannot be fitted into 
any of the categories of classical nosography. 


The sociologists recognize these people even 
better than we do and call them the “Lonely 
Crowd,” “the Outsiders,” “the Disinher- 
ited.” These are sick people, and their 
number is legion. We cannot treat them 
all as patients. But we as psychiatrists can 
contribute, and I underscore contribute, to 
the amelioration of their plight—this, by 
helping to change the Ethos in which these 
people and we, too, live and operate. But, 
first of all, we ourselves need to understand 
the historic-anthropologic foundation and 
emergence of our Ethos, wherein the soul is 
the effulgent core. 
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Controversial issues in the management 


of drug addiction: legalization, ambulatory 


treatment and the British system 


This paper will be devoted to a discussion 
of several interrelated and highly contro- 
versial issues concerned with the manage- 
ment of the drug addiction problem, 
namely, legalization, ambulatory treatment, 
and the so-called “British system.” Sup- 
ported by the fashionable cult of permissive- 
ness in the handling of the behavior dis- 
orders, the advocates of the latter proposals 
have made surprising headway in recent 
years in converting such important profes- 
sional organizations as the American Med- 
ical Association, the American Bar Associ- 
ation, and the New York Academy of 
Medicine (10) to their point of view. Their 
general strategy is to represent all oppo- 
nents of their approach as favoring a puni- 
tive approach to the treatment and pre- 
vention of drug addiction. 


CRIMINALITY 


Except for representatives of certain law 
enforcement agencies, practically everyone 
concerned with the problem believes that 


drug addiction, like alcoholism, is a disease 
requiring treatment rather than a crime 
requiring punishment. Among _psychia- 
trists, psychologists, sociologists, and even 
many jurists, the criminality of drug addic- 
tion is no longer a serious issue, despite the 
efforts of permissive extremists to portray 
everyone opposed to ambulatory treatment 
and legalization as believing that drug 
addicts are immoral and vicious criminals. 
Technically speaking, of course, drug addic- 
tion per se is not a crime. But since all 
drug addicts are guilty of unlawful posses- 
sion, sale, or purchase of drugs, or of illegal 
diversion of legitimate stocks for personal 
use, drug addiction, for all practical pur- 
poses, is a criminal offense. 

The present legal status of drug addic- 
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tion as a crime, in effect (if not according 
to the letter of the law), is an unfortunate 
social anachronism. When the first federal 
hospital for the treatment of drug addiction 
was established in 1935, the U. S. Public 
Health Service regretfully went along with 
the proposal to retain the criminal status 
of acts associated with the practice, in the 
mistaken belief that only in this way could 
compulsory treatment, a drug-free thera- 
peutic environment, and adequate super- 
vision of the released addict be ensured. 
Actually, all three aspects of treatment 
could be satisfactorily accomplished, with- 
out making drug addiction a crime, by re- 
quiring mandatory hospital commitment of 
all addicts, including those who voluntarily 
commit themselves. 

Many unfortunate consequences have re- 
sulted from this legal anachronism. The 
federal drug addiction hospital has acquired 
an unmistakable prison atmosphere which 
not only subtly influences the attitudes of 
physicians and attendants toward the pa- 
tients but also focuses undue attention on 
the security and custodial aspects of treat- 
ment. Little hope for attitudinal improve- 
ment can be anticipated when society adopts 
a punitive approach toward victims of a 
behavior disorder and treats them as crim- 
inals. The illegal status of drug addiction 
increases its attractiveness for antisocial 
psychopaths and for aggressively minded 
adolescents temporarily alienated from the 
norms of the adult world. The social 
stigma attached to ex-convicts also impedes 
the rehabilitation of treated drug addicts 
when they return to the community and 
discourages parents from seeking the help 
of courts and social agencies for their ad- 
dicted adolescent children. 

Addicts are also implicated in crime 
apart from the fact that they possess drugs 
illegally. The cost of illicit drugs is so high 
that only upper-class addicts can support 
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their habits without earning money dis- 
honestly. Most addicts are obliged to 
turn to such remunerative forms of crime 
as shoplifting, housebreaking, confidence 
games, and drug peddling. Such criminal 
activity, however, is largely incidental or 
secondary to addiction and is not indicative 
of deep-seated delinquent trends. This is 
shown by the fact that most addicts have 
no history of criminal involvement prior 
to addiction (12). The figure of 25 per 
cent who do have preaddiction criminal 
records is not excessively high for a popu- 
lation that is largely slum-urban. Addic- 
tion, furthermore, reduces “both the in- 
clination to violent crime and the capacity 
to engage in sophisticated types of crime 
requiring much planning” (3). In the light 
of serious extenuating circumstances, it is 
inexcusable for society not to make reason- 
able allowances for criminal acts following 
from addiction and not to differentiate be- 
tween addict and nonaddict drug peddlers. 

To regard drug addiction as a behavior 
disorder rather than as a crime does not 
mean, however, that society must refrain 
from making any evaluative judgments re- 
garding the practice. The mere fact that 
a drug is used habitually is not necessarily 
a bad thing. But when the habitual use of 
certain drugs happens to be detrimental to 
the well-being of both the individual and 
society, it must be regarded as a pernicious 
vice. It has been unequivocally demon- 
strated that opiate addiction, in the over- 
whelming majority of cases, interferes with 
the productivity of work, with the desire 
for real achievement, and with mature, re- 
sponsible adjustment to problems of voca- 
tional, family, social, and heterosexual ad- 
justment. Historical experience in China, 
Egypt, and other Eastern countries has also 
shown that drug addiction is a major con- 
tributory factor in perpetuating poverty, 
famine, disease, ignorance, and lack of social 





and economic progress. Hence, society has 
a moral right and duty to suppress drug 
addiction, both to protect itself and to 
prevent the individual from inflicting harm 
on himself. 

It should be perfectly clear, therefore, 
that a marked difference exists between not 
regarding drug addiction as a crime and 
allowing individuals unrestricted or legal 
access to drugs. There is nothing immoral 
or criminal about drug addiction, but it is 
highly immoral for society to take a permis- 
sive attitude towards a practice so com- 
pletely destructive of individual and social 


welfare. The potentially ruinous conse- 


quences of large-scale addiction are so great 
that control of narcotic drugs cannot simply 
be left to the discretion of the medical pro- 
fession. Widespread abuses associated with 
the prescription of barbiturates and tran- 
quilizers are indication enough of what 


would happen if strict legal controls were 
removed from the dispensing of narcotics. 


LEGALIZATION 


This brings us to the proposals of those who 
favor ambulatory treatment and legaliza- 
tion. Their thesis is simply this: The 
present system of legal controls constitutes 
the primary cause of drug addiction by cre- 
ating the possibility of making fabulous 
profits in an illicit drug market. “Profit,” 
states the Subcommittee on Drug Addiction 
of the New York Academy of Medicine, is 
“the principle factor” in drug addiction. 
Hence, “the most effective way to eradicate 
drug addiction is to take the profit out of 
the illicit drug traffic’ (10). One does this 
by treating drug addicts on an ambulatory 
basis in outpatient clinics or in pftysicians’ 
offices. Addicts who are prepared to un- 
dergo withdrawal treatment immediately 
are so treated, but addicts who are not ready 
for such treatment are given supportive 
therapy and provided with drugs until such 
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time as they can be persuaded gradually to 
give them up. “Incurable addicts” (i.e., 
those permanently refractory to treatment) 
on the other hand, are provided with a 
minimum maintenance dose for the rest of 
their lives. In this way, since drugs are 
legally accessible to all addicts at cost, the 
illegal drug traffic vanishes and, with it, 
the profit motive that causes addiction. 
Drug addicts are no longer obliged to turn 
to crime to support their habits and can 
lead normal, productive lives. This attrac- 
tive plan would be quite convincing if it 
were not based on at least 15 identifiable, 
logical fallacies and errors of fact. 

First, the assertion that the profit motive 
is the primary cause of drug addiction is 
excellent Marxism but poor psychology, bad 
sociology, and worse logic. It is also in 
direct contradiction to incontrovertible his- 
torical facts. No one denies that the inter- 
national drug cartel is highly motivated to 
perpetuate the illicit narcotics traffic and 
to maintain its astronomical profits. But, 
although these motivations undoubtedly 
contribute to the complex chain of events 
associated with the causation of drug ad- 
diction, only two indispensable factors are 
necessary for the development of the drug 
habit: (a) the existence of addiction-prone 
personalities in a tolerant social environ- 
ment and (b) the availability of narcotics. 
If these two conditions exist, there will 
always be drug addicts, irrespective of 
whether heroin is sold illicitly at two dol- 
lars or legally at two cents per capsule. How 
do we know this? Simply by the fact that 
prior to the passage of the Harrison Nar- 
cotic Act in 1914, when there was no illicit 
market and narcotics could be bought for 
pennies over the counter, the rate of drug 
addiction was five to eight times the current 
rate (6). Thus, if we removed all legal re- 
straint’ and thereby managed to eliminate 
the iliicit trade in narcotics, there is every 
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reason to believe that the population of 
drug addicts would be increased at least 
fivefold. I earnestly believe that effective 
law enforcement measures on an inter- 
national scale could practically eradicate 
the drug traffic. If I had to choose between 
the two evils, however, I would much rather 
settle for an illegal market catering to 
80,000 addicts than a legal market supply- 
ing 400,000 addicts. 

Second, the expectation that giving ad- 
dicts legally a minimum maintenance dose 
would destroy the illicit market is incredibly 
naive and based on lack of understanding 
of the psychology and pharmacology of 
opiate addiction. Since the vast majority 


of seriously disturbed addicts take opiates 
for their euphoric effects and since tolerance 
for these euphoric effects is acquired very 
quickly, few addicts would be satisfied with 
the small dosage required to prevent with- 


drawal symptoms. Unless they received 
legally as high a dose as they needed to 
obtain their euphoria, addicts would con- 
tinue to purchase most of their narcotics 
on the illicit market and would continue 
their criminal careers to obtain the money 
to do so. That legal provision does not 
eliminate illegal traffic is clear not only 
from our own American experience with 
ambulatory clinics after World War I (14), 
but also from the experience of China and 
other Asian countries with serious addiction 
problems (8) and of such Western nations 
as Sweden and Great Britain with relatively 
minor problems (7). 

Third, the distribution of legal drugs to 
addicts would probably increase the illicit 
traffic in narcotics by adding to the total 
amount of drugs in illicit channels and by 
removing whatever deterrent value lies in 
the fear of the abstinence syndrome. Al- 
ways sure of the minimal dose necessary to 
prevent withdrawal symptoms, addicts 
would have little immediate incentive to 
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seek a cure, and nonaddict users and poten- 
tial addicts would perceive fewer hazards 
in addiction. 

Fourth, even if established addicts re- 
ceived as high a dosage as they craved from 
physicians, the existence of a large number 
of potential addicts in vulnerable neighbor- 
hoods would still make black market opera- 
tions in narcotics economically feasible. 

Fifth, there is nothing punitive about an 
approach to prevention that seeks to reduce 
the availability of narcotic drugs. Isolation 
of disease-producing agents from susceptible 
individuals is one of the oldest and most 
reputable public health procedures known 
to medicine. It is the major preventive 
principle used in controlling such diverse 
diseases as typhoid fever, lead poisoning, 
botulism, malaria, and amoebic dysentery. 
No matter how many addiction-prone per- 
sons circulate among us, not one can become 
addicted unless he has access to narcotics; 
and, with respect to diseases for which there 
are no known or reliable cures, surely the 
best and only safeguard available to both 
the individual and society is effective pre- 
vention. The rate of addiction everywhere 
is highly related to the availability of nar- 
cotic drugs. It is the lowest in those states 
where law enforcement is most stringent (1) 
and is highest in those professions in which 
access to narcotics is easiest (9). In England, 
for example, the rate of addiction is ap- 
proximately 55 times as high among the 
medical and allied professions as in the 
general population (4). Vigorous enforce- 
ment measures in China prior to World 
War II markedly reduced the magnitude 
of the addiction problem (8), and in our 
own country, the reduced availability of 
illicit drugs during World War II was cor- 
related with a dramatic fall in the rate of 
addiction (9). 

Sixth, the assertion that the Harrison 
Narcotic Act has not only failed to reduce 





the incidence of addiction but has also been 
responsible for the spread of the practice is 
palpably false. Although drug addiction 
rates are admittedly only crude estimates of 
absolute incidence, when calculated by com- 
parable methods they yield reliable evi- 
dence of relative incidence trends over a 
period of years. Despite the fact that the 
crime rate is currently growing four times 
as rapidly as the American population, the 
estimated rate of addiction has declined 
from one in 400 in 1914 (6) to a current rate 
of one in 3,000 (2). The rejection rate for 
military service on the grounds of drug 
addiction declined by a similar proportion 
from World War I to World War II. Cor- 
roborative evidence is found in the fact 
that the cost of illicit narcotics has increased 
sharply during the same period, while drug 
habits have decreased in size, and the po- 
tency of the drug itself has been progres- 
sively diluted. 

The proponents of legalization invari- 
ably argue that in as much as we still have 
more drug addicts than any other Western 
nation after 40 years of law enforcement, 
legal control is futile and should be re- 
placed by legal distribution of narcotics to 
addicts. This is sheer sophistry because the 
United States has always had a more serious 
addiction problem than any other Western 
country with the possible exception of 
Canada, and, as just pointed out, the rate of 
addiction in the United States has decreased 
almost 800 per cent since legal controls were 
instituted. It would be just as logical to 
maintain that the malaria prevention pro- 
gram in Mexico is a failure because the 
Mexican malarial rate is still incomparably 
higher than in Canada, and that the pre- 
vention program is the cause of the higher 
rate in Mexico since Mexico has a program, 
and Canada does not. Or one might argue 
with equal logic that since jewel robberies 
still occur today, the law against theft 
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should be repealed, and the Government 
should operate clinics to dispense jewels 
free of charge to known jewel thieves. That 
drug addiction still occurs despite reduction 
of drug availability simply means: (a) that 
variables other than availability affect the 
rate of addiction and (b) that no single 
aspect of a prevention program is foolproof. 
Seventh, the advocates of legalization 
maintain that the illegality of drug use 
accounts for its appeal to adolescents, and 
hence that repeal of restrictive laws would 
cause narcotics to lose their glamour in 
the eyes of young persons. Although the 
illegality of the practice undoubtedly en- 
hances its attractiveness to antisocial psycho- 
paths and aggressive adolescents at odds 
with the norms of conventional society, it 
greatly oversimplifies matters to attribute 
all of the glamour of drugs to their un- 
lawful status. Alcohol, cigarettes, cosmetics, 
and automobiles are not illegal and still 
hold great fascination for teen-agers. 
Eighth, the belief that addicts whose drug 
demands are satisfied lead “otherwise nor- 
mal and productive lives” is based on a 
myth which applies at most to a tiny frac- 
tion of the total addict population: namely, 
successful professional persons, usually phy- 
sicians, who take small doses to relieve 
anxiety. Most of these individuals have 
long since switched to tranquilizers which 
are both more efficient for the purpose and 
not proscribed by law. The typical drug- 
satiated addict is lethargic, semi-somnolent, 
undependable, devoid of ambition, and pre- 
occupied with grandiose fantasies (16). He 
loses all desire for socially productive work 
and exhibits little interest in food, sex, com- 
panionship, family ties, or recreation, and 
lives mainly in the euphoric glow of his 
last dose and in anticipation of his next 
one (16). The so-called “push” which he 
attributes to the influence of the drug be- 
comes evident only when his drug supply 
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runs out or is threatened. His belief that 
he can work more efficiently under the 
influence of narcotics is merely an illusion 
created by the euphoria he experiences with 
drug usage. Even addicted physicians who 
use small doses tend to become erratic and 
irresponsible and to manifest “don’t give a 
damn” attitudes in clinical practice. 
Ninth, the addict who receives drugs 
legally either for the gratification of his 
addiction or as part of ambulatory with- 
drawal therapy is not only free to patronize 
the illicit market but is also in a position 
to introduce the habit to other addiction- 
prone individuals. Ecological studies have 
demonstrated beyond doubt that addiction 
is spread principally by direct social con- 
tact of addicts with vulnerable nonad- 
dicts (13), not by pushers or as a by-product 
of the treatment of medical conditions with 
narcotics. To support his habit, the drug 
addict also commits a substantial propor- 
tion of all the reported crimes in the nation. 
It is essential, therefore, to employ another 
well-established public health procedure, 
i.e., Quarantine, to prevent the spread of 
addiction and the crime associated with it. 
Hence, active addicts should only be treated 
in institutions where they can be effectively 
isolated from nonaddicts. The prognosis 
of such treatment is admittedly poor at the 
present time, but even a recovery rate of 
25 per cent is better than a defeatist ap- 
proach that seeks to treat addicts by provid- 
ing them indefinitely with drugs. It must 
also be appreciated that one important 
reason for the poor prognosis in institutions 
such as the USPHS Hospital in Lexington 
is the lack of really adequate psychotherapy, 
vocational training, and vocational guid- 
ance, and the complete absence of adequate 
follow-up services in the community once 
the patient leaves the hospital. Truly in- 
curable addicts are less dangerous to society 
when incarcerated for life on narcotic farms 
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than when provided with a maintenance 
dose of drugs and left free to deal in the 
illicit market, to spread the drug habit, 
and to prey upon the public. 

Lastly, legalization would give drug ad- 
diction an unfortunate modicum of moral 
sanction that would encourage its spread 
among potential addicts. It is argued, of 
course, that the imposition of legal restric- 
tions on socially disapproved commodities 
is self-defeating because they are not only 
circumvented by black market operations 
but also give rise to all of the undesirable 
correlates of a racket. By the same logic, 
however, one should advocate licensing of 
houses of prostitution by the health de- 
partment. 


AMBULATORY TREATMENT 


We may now consider the various reasons 
that render voluntary ambulatory treatment 
of drug addiction in the United States both 
impracticable and dangerous. First, al- 
though coercion—even in the form of hos- 


pital commitment—does have certain unde- 


sirable implications, it is absolutely essen- 
tial to ensure the adequately controlled and 
prolonged treatment prerequisite for cure. 
Because of the tremendously efficient adjus- 
tive value of narcotics for inadequate per- 
sonalities, the typical addict cannot be re- 
lied upon either to initiate or to complete 
treatment voluntarily as long as he is free 
to dabble in the illicit market. His judg- 
ment can hardly be trusted in view of his 
immaturity, his inability to tolerate discom- 
fort or forego immediate hedonistic satis- 
factions, his predominantly favorable at- 
titude towards drugs, and the well-known 
fact that the euphoric effects of narcotics 
are heightened when administered during 
withdrawal (16). 
The impracticability of voluntary treat- 
ment is highlighted by its notable failure 
attempted. Remarkably few 





addict physicians spontaneously try to cure 
themselves despite having narcotics avail- 
able for  self-administered withdrawal 
therapy. Both the Detroit (17) and the 
Chicago (5) voluntary outpatient clinics at- 
tracted only a relative handful of clients, 
and those few who did attend were apa- 
thetic, weakly motivated, unreliable, and 
irregular in keeping appointments (5, 17). 
At the Lexington Hospital, 75 per cent of 
the voluntary patients fail to remain for 
the recommended minimum period of 
four-and-one half months, and of these, 
half leave within 30 days (9). 

Second, a certain minimal degree of sin- 
cerity and good faith is necessary in break- 
ing any habit. In the case of the drug 
habit, this may be defined as willingness 
to undergo withdrawal therapy since one 
obviously cannot quit using drugs while 
insisting on taking them. One does not 
give up smoking cigarettes by continuing 
to smoke a pack a day. Even Addicts 
Anonymous only accepts members who are 
off drugs. Yet, notwithstanding the known 
compulsive nature of the disorder, some 
permissive psychotherapists (11) advocate 
the provision of narcotics to drug addicts 
until they ‘feel ready” to undergo with- 
drawal. If an individual is unable or un- 
willing to impose his own controls in 
relation to behavior that is either self- 
destructive or socially dangerous, then so- 
ciety must impose external controls. Does 
one distribute matches and gasoline to ac- 
tive pyromaniacs and permit them each to 
burn one apartment house per day while 
undergoing treatment? 

Third, it is virtually impossible to con- 
duct withdrawal therapy successfully unless 
addicts are committed to special hospitals 
that can guarantee a drug-free therapeutic 
environment. It is utterly naive to expect 
addicts treated on an ambulatory basis 
voluntarily to adhere to a_ withdrawal 
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schedule, when even those addicts who 
voluntarily seek hospitalization almost in- 
variably try to smuggle drugs into the hos- 
pital. Also, without continuous observa- 
tion by trained personnel in a controlled 
clinical setting, how can proper dosage 
schedules be determined? Ambulatory 
treatment, furthermore, requires either 
that clients report four or five times daily 
for injections or that they be given drugs 
for self-administration. The first procedure 
is unwieldy and incompatible with normal 
vocational and family existence, and the 
second procedure is hazardous. Addicts 
may hoard or sell their daily ration or 
inject it intravenously. 

Fourth, most physicians do not have the 
professional training necessary to diagnose 
and treat drug addiction on any basis. 
Apart from the relative handful of physi- 
cians trained in the two federal drug addic- 
tion hospitals and other similar institu- 
tions, medically and psychiatrically trained 
personnel in the United States would be at 
a complete loss in coping with drug addicts. 

Finally, the prognosis for social rehabili- 
tation is incomparably better when treated 
addicts are off drugs in view of the known 
deleterious effects of narcotics on their 
drives, interests, ambitions, responsibility, 
and vocational productivity. 


THE BRITISH SYSTEM 


As if these issues were not already sufh- 
ciently complicated, the proponents of 
legalization and ambulatory treatment 
have muddied the waters further by in- 
jecting the farfetched analogy of the 
British system into their arguments. Le- 
gally, the British system is very similar to 
our own. As in the United States, drug 
addiction per se is not a crime, but illegal 
possession of drugs is, and physicians are 
prohibited from prescribing narcotics to 
addicts solely for the gratification of their 
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addiction but may give them drugs in the 
course of withdrawal treatment or apart 
from withdrawal therapy if such therapy 
is medically dangerous. The British sys- 
tem, however, has an interpretive joker in 
it which in practice legalizes lifelong ad- 
diction for addicts without appearing to 
do so in a statutory sense. The Dangerous 
Drugs Act of 1920 is presently interpreted 
so that narcotics may be legally adminis- 
tered to addicts by physicians “where it has 
been . . . demonstrated that the patient, 
while capable of leading a useful and rela- 
tively normal life when a certain minimum 
dose is repeatedly administered, becomes 
incapable of this when the drug is entirely 
discontinued” (7). In effect, this interpre- 


tation enables physicians legally to supply 
addicts with enough narcotics to gratify 
their euphoric needs, since the authorities 
demand no proof that the addicts in ques- 


tion are leading normal and useful lives 
or that the drug is essential and is given 
in the minimum dose necessary for this 
purpose. The deliberate ambiguity of this 
legalistic dodge kills many birds with a 
single stone: British addicts are kept happy 
and out of mischief; the illicit market in 
drugs is undermined; the government has 
an inexpensive way of handling and keep- 
ing track of the addict population; physi- 
cians receive a government subsidy for 
writing narcotics prescriptions; and, above 
all, the government is able to maintain the 
legal fiction that drug addiction is officially 
proscribed and thereby live up to its inter- 
national commitments in this regard. 
Although this practice is the epitome of 
amoral expediency, it apparently has not 
led to widespread addiction even though 
the figure of only 359 addicts in the entire 
British Isles (15) is too small to be credible, 
and the high per capita consumption of 
legal narcotics suggests the existence of 
much masked addiction. The British are 
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able to get away with this system without 
creating an army of new drug addicts be- 
cause the existing rate of drug addiction 
is low and there are many fewer potential 
addicts than in the United States. Since 
drug addicts are generally able to obtain 
legally as high a dose as they desire and 
since the number of potential customers 
is too small in any case to justify the risks 
involved, the illicit trafic is held to a 
minimum. Because of the much greater 
number of active and potential addicts in 
the United States, however, the adoption 
of the British system would soon create a 
half-million new addicts without eradi- 
cating the illicit market. 

The principal logical fallacy committed 
by those who advocate the exportation of 
the British system to the United States is 
to impute a causal connection between 
the method of control currently employed 
and the relatively low rate of addiction. 
Actually, no such connection exists be- 
cause the addition rate has always been 
incomparably lower in Europe than in the 
United States, both before and after the 
passage of the Dangerous Drugs Act. In 
the absence of definitive evidence, we can 
only speculate why this is so. For one 
thing, as shown by her much lower rates 
of divorce, alcoholism and major crime, 
Britain has a sociologically more stable 
culture than the United States. For an- 
other, Britain does not have large, cul- 
turally unassimilated, and underprivileged 
racial minority groups living under slum- 
urban conditions. Only 0.2 per cent of 
of the population of the United Kingdom 
is of non-Caucasian stock as compared to 
16 per cent of the American population. 
The significance of this difference lies in 
the fact that two-thirds of the addict popu- 
lation of the United States is recruited 
from the latter 16 per cent (1). 

Thus, it would be more reasonable to 





conclude that the low rate of addiction 
in the United Kingdom exists despite 
rather than because of the British system, 
and that if this system were substituted 
for more stringent methods of control in 
countries where the population is more 
vulnerable to drug abuse, it would greatly 
increase the incidence of addiction. In this 
connection it is instructive to note that the 
over 13,000 addicts (15) reported by Hong 
Kong, a British Crown Colony, during 
1957 gave that colony an addiction rate 
22 times higher than that of the United 
States (15). One might imagine that per- 
sons advocating the exportation of social 
or other practices from one country to an- 
other would. first consider comparability 
of relevant conditions. Clothing suitable 
for the North Pole is quite appropriate 
for South Polar conditions but is hardly 
suitable for South Carolina. 


SUMMARY AND CONCLUSIONS 


Drug addiction, like alcoholism, is a dis- 
ease requiring treatment rather than a 
crime requiring punishment. The current 
punitive approach to drug alidiction is 
incompatible with modern concepts of 
treating and rehabilitating the victims of 


a personality disorder. Nevertheless, since 
drug addiction is incontrovertibly destruc- 
tive of individual and social welfare, it is 
highly immoral for society to adopt a per- 
missive attitude towards the practice such 
as is implicit in legalization. 

The assertion that legalization of ad- 
diction would eradicate the practice by 
taking the profit out of the illicit drug 
traffic is not very convincing, because prior 
to the existence of the illicit market, when 
narcotics were sold over the counter, the 
rate of drug addiction was eight times 
higher than the present rate. It is un- 
likely, in any case, that legalization would 
even eradicate the illicit traffic. Since most 
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addicts use drugs for their euphoric effects, 
they would not be satisfied with mainte- 
nance doses and would purchase supple- 
mentary amounts illegally. Addicts on 
drugs not only do not lead normal and 
productive lives but also spread the prac- 
tice to other vulnerable persons and prey 
on the general public to support their 
habits. 

Voluntary ambulatory therapy is thor- 
oughly impractical. Compulsion is essen- 
tial because addicts cannot be relied upon 
either to initiate or complete treatment. 
It is also impossible to ensure adherence 
to withdrawal schedules unless patients are 
under continuous observation in a con- 
trolled, drug-free environment. Provision 
of drugs for self-administration is self- 
evidently hazardous whereas multiple daily 
visits to a clinic are therapeutically un- 
feasible. 

The British system legalizes, in effect, 
the distribution of narcotics to addicts for 
the gratification of their euphoric needs. 
Although amoral and expediential in ap- 
proach, it does not result in large-scale 
addiction because the number of both ac- 
tive and potential addicts is incomparably 
smaller than in the United States. A low 
rate of addiction, however, has always ex+ 
isted in Britain and is not causally related 
to the British method of control. If 
adopted in the United States, the British 
system would undoubtedly multiply the 
existing number of addicts. 
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FRED CUTTER, Pu.D. 


Patient-led discussion groups 
in a state hospital 


The concept of patients helping other pa- 
tients is an old one. However, the system- 
atic use of patients as group leaders, in an 
effort to help other patients work through 
their disturbed feelings, is relatively new. 
The classical outlook assumes that all ther- 
apy stems from staff. Patients are seen to 
be passive recipients of “good” with peers 
as competitors for staff time. Actually, 
effective staff-led therapy presumes the good 
will, co-operation, and interest of the pa- 
tients. Patient help in the laundry and 
kitchen has long been considered appropri- 
ate and even therapeutic. 

Is it not equally appropriate and thera- 
peutic to utilize patient help in facilitating 
peer patient self-expression, understanding, 
and better reality testing? The approach 
suggested by the writer assumes that each 
patient has a potentiality for good in terms 
of social rehabilitation. The use of patient 
group leaders to supplement the therapeutic 


activities available for patients is an evolu- 
tion in the concept of the treatment setting, 
an evolution that moves in the direction of 
the increasing use of patient initiative, 
energy, and good will (11). 

At Atascadero State Hospital, a tradition 
has developed in which the principle of 
mutual help and acceptance is central. This 
tradition is manifested in terms of patient 
government, staff-led group therapy, and 
co-operative activities aimed at improve- 
ment of the patient community: e.g., pa- 
tient newsletter; car pools for visitors; 
information and public relations with rela- 
tives, judiciary, and professional personnel; 
patient recreation and entertainment, finan- 
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cial assistance, mutual education, etc. (I, 
pp. 17-20). Patient-led discussion groups ar 
one of the efforts made by the patients to 
help each other. Like most of the patient 
activities, patient-led groups are an effort 
to meet a need. 

When sex psychopaths were first admitted 
for treatment at Metropolitan State Hospi- 
tal, the shortage of trained staff produced 
an acute need for staff-conducted therapy. 
The presence of nonpsychotic patients per- 
mitted the use of patient leaders as one 
possible solution. Subsequently, patient-led 
discussion groups have existed at Atascadero 
State Hospital since its opening over four 
years ago(10). Currently, there exists a 


sufficient number of professional staff to 
permit the assignment of a therapist (phy- 
sician, social worker, or psychologist) to 
every sexual psychopath committed to the 


hospital. 

Good group leadership requires many 
and varied qualities. Some minimal com- 
mon denominators are: an accepting man- 
ner, personal security sufficient to permit 
group process to run its course (even when 
the leader is verbally attacked) and sub- 
sequently to be able to make use of any 
group consensus that occurs, and the abil- 
ity to focus group attention on pathological 
behavior. A fourth quality differentiates 
the trained from the untrained group 
leader; this quality refers to the body of 
knowledge called psychodynamics and psy- 
chopathology. Such knowledge is usually 
obtained by academic education, on-the-job 
training, and personal experiences. The ab- 
sence of this knowledge limits the helpful- 
ness of patient-led groups and restricts them 
to a “supplementary” role. Nevertheless, it 
must be stressed that technical knowledge 
will not replace a humane acceptance and 
therapeutic optimism toward individual 
patients (6). 
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By “supplementary,” the writer has ref- 
erence to certain natural advantages that 
patients have over nonpatients by the na- 
ture of their disorders. Thus, patients are 
potentially more sensitive to problems in 
others, which they themselves are experi- 
encing. Given the atmosphere of acceptance 
and mutual involvement that obtains in 
small groups, the patients are usually able 
to utilize their sensitivity in a socially help- 
ful rather than a defensive manner. Asso- 
ciated with such an interest is the effort to 
seek improvement of a peer with a similar 
interpersonal problem because of the iden- 
tifications which develop in the course of 
hospitalization. Patients have more time 
and energy, which, together with more in- 
tense interests in a peer patient, permit a 
more extensive—albeit blundering—kind 
of working through of morbid feelings, in 
comparison with staff effort. The supple- 
mentary working through of these feelings 
tends to permit the staff therapist to move 
faster in his efforts to uncover deeper or 
additional areas of disturbance. 

However valuable the foregoing may be, 
by far the most vital role filled by patient- 
led discussion groups is the mutual support 
which is always forthcoming in the event 
of a crisis. The danger of a psychotic break, 
precipitated by patients, staff, or life, is 
minimized by the omnipresent reassurance 
and support provided by the peers. 

Patient-led discussion groups permit cer- 
tain experiences to occur which otherwise 
would not be available to the patients. 
Some of these experiences are indicated 
here. Thus, patients have the preliminary 
opportunity to work through their distrust 
of people by confiding in their peers. Fav- 
orable experiences with their fellows permit 
the patient to bring up the same or deeper 
material for his staff therapist. 

Patients in a group, like students, tend 





to be more accepting and simultaneously 
more critical of each other. Thus, a given 
patient can be exposed to more severe crit- 
icism than staff could give, yet always in a 
context of sufficient support. The experi- 
ence of being a leader of a discussion group 
permits the patient to see himself in a 
radically different light. This experience 
is perhaps best described in the adage “It 
is better to give than to receive.” The 
advanced patient who has worked through 
some of his grosser problems in relating is 
in a position simultaneously to pass on his 
acquired wisdom (as a senior patient) and 
also to benefit from the experience of 
being a helper rather than a needer of help. 

Finally, it should be noted that there are 
many therapeutic advantages to a patient 
placed in the role of leader. That such 
advantages obtain are apparent to trained 
leaders in terms of their own improved in- 
sights from conducting group psychother- 
apy. Furthermore, these advantages accrue 
to the patient leaders as a result of advan- 
tages that exist for the peer patients rather 
than (as is often supposed) at the expense 
of the peer patients. 

Some criticisms have been made, and dif- 
ficulties do occur. However, these criticisms 
were largely in terms of “what could hap- 
pen.” Typical objections were: the danger 
of exploitation of one patient by another, 
either deliberately or on the basis of uncon- 
scious needs; violation of confidences re- 
vealed, with overtones of blackmail; danger 
of psychological damage because of un- 
skilled leaders, and the possibility of pa- 
tients coaching each other with the “right” 
answers. In the experience of the writer, 
such pitfalls simply did not occur. The 
major difficulty the writer experienced was 
associated with the fears and resistances of 
colleagues. Some of the fears were based 
on the a priori expectations cited previously. 
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Favorable experiences were sufficient to re- 
solve such apprehensions. On the other 
hand, some of the staff were genuinely 
resistive because of personal anxiety associ- 
ated with perceived threats to their self- 
esteem as “trained group leaders.” 

A precursor to the use of patient leaders 
was the use of untrained employees as 
group leaders. The experiences with these 
leaders demonstrated the practicality of us- 
ing untrained therapists (7). Thus, early 
results showed that the use of psychiatric 
attendants in a state hospital produced im- 
mediate improvements in communication 
with the backward or regressed psychotics. 
The clinical director was made aware of 
changes in mental status of these patients 
as soon as these changes became apparent 
to the leader. Secondly, the patients were 
given, and responded to, the additional staff 
attention, interest, and therapeutic opti- 


mism implied by the activity itself. Thirdly, 
the psychiatric attendants themselves began 
to change their outlook toward these dis- 


turbed people. Perhaps even more pro- 
found, the untrained leaders began to de- 
velop more self-acceptance and job satisfac- 
tion. 

Another precursor to patient-led discus- 
sion groups is the experience of Bion and 
Rickman as reported by Bierer (3). Here, 
the staff leader’s role was so passive as to 
be nonexistent; hence, a leaderless group. 
This technique has been described by 
Bach (2) under the rubric of “leadership by 
default.” While not directly comparable 
to the present approach, both Bach and 
Bierer suggest that there are advantages to 
psychotherapy where the leader’s overt par- 
ticipation is minimized and his authority 
delegated to the group at large. 

In California, as elsewhere (4), increased 
therapeutic activities and responsibilities 
are being given to psychiatric technicians 
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(12, 13) in the Department of Mental Hy- 
giene as well as to custodial and mainte- 
nance personnel in the Department of Cor- 
rections (5, 8). So far, the results seem to 
be in the direction outlined above. If these 
advantages can occur because of untrained 
personnel, it would seem reasonable to 
anticipate similar results with patients. This 
would seem even more likely with patients 
who are not psychotic and who are given 
an additional or supplementary method for 
resolving their interpersonal problems. 
Since the concept of patient-led discus- 
sion groups implies the absence of observa- 
tion by staff, supervision of patient leaders 
poses a difficult task. The inherent poten- 
tial for good must be assumed from the 
outset or else the whole operation is im- 


possible. However, granting that patients 


intend to help each other, in what manner 
can staff provide effective assistance and 


direction? 

Three additional assumptions can be 
made that permit the staff consultant to 
draw conclusions concerning the nature of 
the patient leader’s activities and subse- 
quently to influence them. The first per- 
mits the staff consultant to infer the nature 
of a given patient’s role as group leader. 
When the patient leaders meet with the 
staff consultant in an unstructured group 
therapy-like meeting, the patients tend to 
perceive the staff leader in terms of their 
own preconceptions of good and bad leader- 
ship. The consultant can observe directly 
the nature of a given patient’s perceptions, 
motivations, and expectations toward the 
staff leader. In short, the patient leader 
will relate to the staff leader in terms of 
the structure imposed on the peer patient 
group: e.g., if the patient leader perceives 
the staff leader as snobbish about educa- 
tion, one can expect to find the same patient 
reacting to his own peers snobbishly with 


respect to education. Another example 
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would be the patient leader’s misperception 
of the staff leader as knowing all the an- 
swers. This same patient would tend to 
impose a know-it-all role in his patient-led 
group discussion. 

The second assumption concerns the staff 
member’s effort to facilitate better group 
leadership by the patients. Patient leaders, 
and staff leaders too, tend to structure their 
groups according to their own needs, values, 
and preconceptions. Such an alteration of a 
need, value, or preconception subsequently 
alters the nature of the group structure. 
Since his primary responsibility is to im- 
prove group leadership, the staff consultant 
does not attempt a broad effort at psycho- 
therapy. Instead, he addresses himself to 
the specific needs, values, and preconcep- 
tions that interfere with good group leader- 
ship. Thus, the staff leader conducts group 
psychotherapy with highly selected goals for 
the patient leaders. The goals in this situ- 
ation are the modification of those factors 
that determine a patient leader’s notion 
of “good” leadership. Where his precon- 
ception of the good leader is recognized as 
detrimental to effective group processes, the 
staff consultant should attempt to work 
through the source of the patient’s attitudes. 
The sources are visible during the course 
of the meeting with the consultant, albeit 
in terms of the inverted leader-peer rela- 
tionships. 

The third assumption concerns a more 
indirect method of influencing the patient 
leaders. The staff consultant;,by his behav- 
ior, provides a model of the good leader 
for the patient leaders. His example, man- 
ner, and attitudes become ego ideas which 
the patients tend to introject in their 
efforts to lead patient discussion groups 
adequately. 

In his efforts as staff consultant, the 
writer attempted to conduct his group of 
patient leaders in the following manner: 





First, an attempt was made to provide an 
atmosphere of acceptance and safety for 
the patient leaders in the group led by 
the staff consultant. This effort was achieved 
by permitting attendance and participation 
to occur on a voluntary basis. In addition, 
patients were allowed to move at their own 
rates with respect to such issues as being 
evasive or noncommittal at any given mo- 
ment, attacking or criticizing the staff 
leader, or persisting in some autistically de- 
rived perception even when the group con- 
sensus specifically contradicted it. A potent 
device for conveying an accepting attitude 
was the specific intervention on behalf of a 
given patient at times of pressure or distress. 
Such intervention was intended and per- 
ceived as giving relief to the patient in his 
hour of most acute need, even though this, 
in effect, prevented the group from achiev- 
ing its objective. 

The staff consultant indicates by his be- 


havior that any subject matter is legitimate, 
regardless of how trivial or irrelevant it 
may appear to be. However, by periodically 
asking the group, “Why are we discussing 
this topic?” the staff leader brings attention 


to the underlying motivation. It soon be- 
comes apparent, in terms of patient needs, 
whether or not a given content is relevant 
for discussion. 

In addition to the foregoing, the role of 
the group leader, as demonstrated by the 
staff consultant, stressed efforts at focusing 
attention on the irrational behavior of any 
one member who was voluntarily present- 
ing an issue to the group. The group’s 
attention was directed, by means of the 
leader’s verbal invitations, to describe, re- 
act, or otherwise comment on the behavior 
of the patient discussing his problem. Spe- 
cific interpretations are left to the members 
of the group. By this example, the consult- 
ant conveys a preference for group judg- 
ments rather than leader interpretations. 
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Thus, the likelihood of promiscuous or 
arbitrary intellectual interpretations by the 
patient leaders is diminished, if not entirely 
eliminated. 

The use of patient leaders for discussion 
groups represents an evolution in the con- 
cept of the treatment milieu for mentally 
disturbed patients. This approach mobi- 
lizes patient energy, interest, and good will 
for the purpose of mutual aid. In the 
process, a more effective working through 
of morbid feelings occurs. In view of the 
typical limitations on available staff effort, 
such extensive working through can be pre- 
sumed not to occur, or to occur insufh- 
ciently, unless alternative measures such as 
the foregoing are provided. However, the 
most profound aspect of the patient leader 
program is the alteration in the self-image 
of the patients selected as leaders. To be 
perceived as a,giver of help rather than as 
a needer of help is a self-enhancing process. 
It tends to dissolve the arbitrary stigma of 
abnormality and facilitates greater self- 
acceptance. Such a program supplements 
the hospital-wide effort at rehabilitation 
by preparing the individual for a contrib- 
uting role in society, which, ultimately, is 
the major goal of all mental hospitals. 
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ALICE R. CORNELISON, M.S.S. 


Casework interviewing as a research 


technique in a study of 


families of schizophrenic patients 


INTRODUCTION 


When a technique such as that of casework 
interviewing is used in an intensive family 
study, it quickly becomes apparent that it 
is the interviewer who is the tool and the 
method. It seems useful, therefore, to con- 
sider the technique as applied and experi- 
enced by a caseworker in a special project. 
This is a study of the families of a small 
number of young schizophrenic patients. 
We have been particularly concerned with 
the interaction among family members, the 
many kinds of equilibria which become es- 
tablished with varying degrees of success 
and stability, and the forces which act upon 
these equilibria, tending to preserve or dis- 
rupt them. Feelings and attitudes which 
may never be put into words, discrepancies 
between what is said and what is done or 
implied, must be noted along with appar- 
ently more easily interpreted historical 
“facts.” 

Quantities of material may become 


readily available, but major problems lie 
in the selection, evaluation, and interpre- 
tation of the data, and these processes are 
inextricably involved in the gathering of 
information. Casework interviewing pro- 
vides a technique which is adaptable in 
many ways and which can be sensitive to 
subtleties and intricacies, changing to suit 
particular conditions or to take advantage 
of unexpected opportunities. Inherent in 
the technique and inseparable from these 
assets are certain liabilities. A very per- 
sonal skill, it must be dependent upon the 
individual using it, his sensitivity, flexi- 
bility, and prejudice. Its very adaptability 
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makes difficult the comparison of findings 
from one case to another and the stand- 
ardization of results. 

In the part of the project to be discussed 
here, we have been studying 16 cases, work- 
ing intensively with the patients’ relatives 
for at least eight to nine months and some- 
times for three or four years, depending on 
the length of the patient’s stay in the hos- 
pital. The patients have been selected 
from among those hospitalized in the Yale 
Psychiatric Institute, a 44-bed nonprofit 
private hospital which serves also as a train- 
ing and research center (4). Aside from 
diagnosis, the major criteria determining 
choice of patients were the availability for 
interviewing of the mother and at least one 
sibling and the relative youth of the patient. 
In all families except one, the fathers have 
been available and have been seen for a 
number of interviews. Since this is a private 
hospital, the families are generally well-to- 
do. Our sample is therefore biased in favor 
of unbroken homes, in which the wage 
earner has been either functioning well at 
his job or under no pressure to produce 
income. 

Our major concern is with the interplay 
of personalities in the family group. There- 
fore, we do not consider the mother-child 
relationship a closed system. We are inter- 
ested in observing ways in which each mem- 
ber of the family affects and is affected by 
the patient both directly through personal 
interaction and indirectly through relation- 
ships with other members of the family. 
Social and cultural pressures which might 
produce stresses within the family must also 
be noted. 

Patterns of identification are of particular 
interest. A successful masculine identifica- 
tion may be difficult for a boy to achieve 
when his father’s bizarre manner is repre- 
sented as ordinary male behavior. It may 
also be affected by a mother’s belittling or 


552 


contemptuous attitude toward her husband, 
the father’s competitive attitude toward his 
son, or either parent’s seductive behavior 
toward him, as well as combinations of these 
factors. Further complications are added by 
the presence of siblings, rivalries among 
them, their tendencies to form alliances 
with one parent or the other, etc. We may 
be interested in learning why one child 
“chose” to identify with healthy aspects of 
the parents and another with their more 
disturbed behavior. 

Difficulties in perception and communica- 
tion, too, are matters for concern. Has the 
child learned distortions in certain areas by 
identification with disturbed members of 
the family? Are these distortions perhaps 
related to a subtle glossing over of the un- 
pleasant realities, actions contradictory to 
the apparent meaning of spoken words, or 
are they derived from the direct teaching 
of paranoid or illogical ways of thinking? 
Has the development of such patterns come 
about as a defense against an accusation, 
actual or implied, or some other kind of 
pressure? 

We cannot hope to trace all the intrica- 
cies of these many networks of action and 
reaction, but we can keep them in mind 
and try to follow whatever leads we find in 
our hands. 

An opportunity for observation of these 
phenomena is provided in the long-term 
casework treatment of problems brought to 
us by these families. There is sufficient 
motivation for both family and interviewer 
to engage in extensive exploration of trou- 
blesome areas. A gradual unfolding takes 
place in which, it is to be hoped, both the 
relative and interviewer can see the situ- 
ation with increasing clarity. We recognize 
that in entering the situation at all, we are 
changing it. Doing this by means of a 
planned therapeutic approach gives an op- 
portunity to test hypotheses, explore other- 





wise inaccessible areas, and observe new 
phases of interaction. 


SOME PRACTICAL ASPECTS OF 
APPLICATION OF THE METHOD 
IN THIS SETTING 


Since, for many years, casework with the 
patients’ families has been an integral part 
of the treatment program in this hospital, 
it has not been necessary for the research 
worker to depart very far from routine pro- 
cedures. For purposes of the study, a more 
determined effort may be made to have all 
family members keep regular weekly ap- 
pointments even when it seems unlikely 
that they will make constructive use of the 
service. Some information not immediately 
applicable to the therapeutic approach 
may be sought, but in general, these cases 
are handled more intensively rather than 
differently from others. 

The social worker’s contact with the 
relatives begins as soon as the patient is 
admitted to the hospital, sometimes even 
before his admission. Several reasons may 
be given for the appointments with the case- 
worker, and the order and emphasis with 
which these are presented may be varied, 
according to the individuals. Relatives are 
encouraged to use the caseworker as their 
liaison with the hospital, discussing with 
her their questions regarding hospital pro- 
cedure and regulations; what they may or 
may not bring to the patient and why; what 
changes might take place in his behavior 
toward them, etc. They are told that we 
believe we can understand the patient bet- 
ter and work with him more effectively 
when we know his.family and can learn 
about him from them. We tell them, also, 
that, because we realize that the hospitaliza- 
tion of a family member is upsetting, we 
believe the relatives should have available 
to them for regular appointments a social 
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worker, a specialist in family problems. 
Group interviews such as those employed by 
Ackerman (2) and Bowen (4) have recently 
been initiated with some families. In all 
cases, parents have met a few times with one 
of the psychiatrists, generally for discussion 
of particular questions related to planning 
for the patient. With some individuals, the 
interviewing has been done by one of the 
psychiatrists on the research team. This ar- 
rangement was made in some cases because 
a parent seemed unusually disturbed and 
in others, because it seemed desirable to 
have husband and wife see different inter- 
viewers. Possibly because these have hap- 
pened also to be the senior staff psychiatrists 
of the hospital, one result of such an ar- 
rangement has sometimes been that other 
family members lose interest in seeing the 
social worker. 

Most of the relatives assume that in a 
university hospital, our data will also be 
used for study purposes, but this is not 
discussed specifically with them unless they 
bring it up. Usually, it does not occur to 
them during their initial anxiety over the 
patient’s hospitalization. After the relation- 
ship is established, the idea of research is 
accepted, if it arises at all, with little evi- 
dence of concern. 

The initial reactions to appointments 
with the social worker vary. A few may 
want her to run errands or listen to com- 
plaints about the hospital and see that 
things are changed. Some want to see only 
the administrative head of the hospital and 
are indignant at having to settle for less. 
Nearly all are very anxious and defensive, 
and those who are aware of it are grateful 
for the special attention and the opportu- 
nity to unburden themselves. Whatever the 
initial reaction, most accept the contact 
readily enough to permit establishment of 
a workable relationship. 

A: number of different and sometimes 


553 





changing motives serve to keep the relatives 
in contact with the social worker. Most 
hope to learn about their patient, his life 
in the hospital, and his progress. Plans for 
the patient’s employment, tutoring, school, 
and, eventually, discharge arrangements 
may need to be discussed. Parents, and often 
siblings, feel intensely guilty, and this can 
lead them to wish to prove their willingness 
to help. A few relatives would like to escape 
from the situation. Many are frightened 
about themselves and seek reassurance that 
they are not sick, too. Some feel the need 
for help in learning to cope with family 
problems bearing on the patient’s illness. 
As many sources of data and opportuni- 
ties for observation as possible are explored 
and developed. Regular attendance at staff 
conferences and frequent discussion with 
the patient’s therapist are essential, of 
course. In addition, the caseworker spends 


time on the ward, making the acquaintance 
of the patient and gathering impressions of 
patient and family visitors from nurses and 
ward aides. Home visits yield particularly 
valuable data, and the social worker is 
sometimes able to participate in family 


parties, birthday celebrations, etc. When- 
ever possible, school teachers, old family 
friends, nursemaids, etc., are interviewed. 

Notes are dictated, usually on the day of 
the interview, from memory alone. This is 
a personal preference. Recorded interviews 
would give accuracy of a sort but would pro- 
duce masses of unwieldy material. A few 
recorded interviews with each individual 
could be valuable, but we have not used 
them as yet. 

All family members are asked to take 
psychological tests, and these are studied 
to determine what can be learned from them 
of family relationships, patterns of identi- 
fication, etc. 

Case material has been discussed regularly 
at weekly meetings of the research team. 
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SPECIAL USEFULNESS OF COMBINED 
CASEWORK SERVICE AND RESEARCH 
The patient’s stay in the hospital, as well as 
the project’s study of the family, may de- 
pend upon successful work with the rela- 
tives from the start. Many parents are not 
sure they have made the correct decision in 
hospitalizing their son or daughter, and the 
patient, ambivalent toward both family and 
hospital, will often make destructive use of 
the family guilt and fear. Immediate evalu- 
ation of the parents’ anxieties and efforts 
to meet some of their needs may reduce 
considerably the danger of discharge against 
advice. 

A history obtained over a period of time 
from several informants in free and spon- 
taneous discussion is particularly rich in 
color and depth. Accounts of the same inci- 
dent by various family members may be 
pieced together to give a rounded picture. It 
is often possible to evaluate contradictions 
and to make a fair guess at the degree of 
distortion in the material provided by each 
informant. 

Mrs. L. described a visit to her daughter, 
in which, she said, the girl had flown into 
an entirely unprovoked rage at her father. 
Mr. L., in his interview, reported that, in 
spite of the patient’s obviously irritable 
and upset mood, he had involved her in 
a complicated legalistic argument in which 
he exposed and ridiculed irrationalities in 
her thinking, and it was then that she had 
attacked him. When this is brought to- 
gether with other similar incidents, we can 
see the mother’s protective and subtly be- 
littling attitude toward her husband, Mr. 
L.’s provocative behavior toward his daugh- 
ter, and Mrs. L.’s denial of it. 

Long contact makes possible observations 
of the family through major and minor 
crises and also induces spontaneous revela- 
tions of a more intimate nature than are 
obtained in a few interviews. 





Mrs. L. did not confide for almost a year 
that her husband had suffered a mental 
breakdown several years before, and, since 
he had never fully recovered from it, the 
major responsibility for running the family 
business fell upon her while he kept up 
appearances but remained inactive and 
only a figurehead. This gave us both im- 
portant historical material and a sample 
of behavior to compare with that in the 
relatively trivial incident described above. 

Changes in the family which appear to 
result from our therapeutic intervention 
may shed light on some of our hypotheses. 
We noted that one mother of a sixteen-year- 
old schizophrenic son clung very tightly to 
her children, particularly the boys. It ap- 
peared that this might be at least partially 
explained by her difficult marital situation 
and consequent need to obtain affection 
and gratification elsewhere. We found evi- 
dence to support this when, after the stress 
in the marriage was eased, partly through 
our efforts and partly through external 
events, she became less indulgent with the 
patient’s younger brother and set more rea- 
sonable limits when responding to his 
demands. 

Much can be deduced about the family 
from the relatives’ behavior toward the 
interviewer. An apparently routine event 
or casual conversation may be far more 
revealing than the replies to direct ques- 
tions. 

When Mr. S., the father of a schizophrenic 
adolescent girl, wanted to entertain the 
social worker accompanying his daughter 
on her first visit home by telling sexual 
jokes, the worker’s dilemma in handling the 
situation revealed much about the pres- 
sures the patient has experienced in her 
life in this family. Laughing at the jokes 
would offend the mother and the patient, 
who were maintaining a stony silence; not 
laughing would inflict a painful wound in 
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the father’s very tender narcissism. Con- 
sidering this, together with the patient’s 
propensity for playing off hospital versus 
family and staff-member against staff-mem- 
ber, we can see the total situation with 
greater clarity. This was further illuminated 
in a quarrel between the parents, which 
took place in the interviewing room. They 
had been informed that their next week’s 
appointment would be canceled because the 
social worker would be out of town. They 
assumed that it was to be a vacation, and 
Mr. S. insisted Florida was the place. His 
wife said Florida was a dreadful spot. Sug- 
gestively, he remarked that he was going 
there soon for professional meetings. She 
glowered. Suddenly, he proposed the city 
where they lived, and both were in immedi- 
ate, if brief, agreement. The worker could 
stay in their apartment and sleep in their 
daughter’s bed. He said she could go to the 
theatre every night. She said grimly that 
he never takes her to the theatre, and so it 
went, giving a clear picture of a scene which 
must have been re-enacted many times over 
in their home with their daughter. 

In the same way, childlike depend- 
ency, hostile condescension, supplicating, 
friendly, aggressive, or ingratiating behav- 
ior toward the social worker all demonstrate 
much of the family patterns of interaction. 
While complaints are an interesting area 
for studying some situations, the absence of 
justifiable complaints is equally revealing. 
In these situations, the “feel” of the inter- 
action is at least as important as what is 
discussed directly. 


SOME PROBLEMS IN THE 
APPLICATION OF THIS METHOD 


A few special problems arise in this applica- 
tion of the casework technique. 

There are times in the combined ap- 
proach of service and research when one 
must be adapted to give way to the other. 
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In occasional instances, the two may be in 
direct conflict, but these have been rela- 
tively rare. Often the two are closer to- 
gether than is immediately apparent. 

An invitation from the B. family to go 
with them to the ward for a celebration of 
the patient’s birthday was accepted eagerly 
for research purposes, but reluctantly, be- 
cause their son, who was depressed at the 
thought of a second birthday in the hos- 
pital, might be even more disturbed by 
the presence of a guest invited by his fam- 
ily. He was upset, but the party itself pro- 
vided valuable material for discussion with 
the parents regarding their difficulty in 
recognizing his rude and ill-mannered be- 
havior. A week or so later, the patient 
spontaneously asked to talk over the inci- 
dent with the social worker. He apologized, 
acknowledged his need for control, and 
indicated anxiety at being offered his fam- 
ily’s explanation that he “was not feeling 
well.” It was, therefore, unexpectedly use- 
ful from a therapeutic point of view. 

Pressing an anxious informant too far 
might arouse resistances which would defeat 
research as well as therapeutic goals. In 
one or two cases, we became concerned for 
fear we might be upsetting the families too 
much. Their anxiety subsided, however, 
and it seemed that it represented a necessary 
phase. 

In order to have a degree of uniformity 
of data, it was decided that one interviewer 
should, whenever possible, see all family 
members. Problems of transference and 
counter transference have, therefore, been 
very complex. The social worker does not 
relate in the same way to all people inter- 
viewed. She has likes and dislikes and per- 
sonality traits of her own which make for 
more productive relationships with some 
individuals and less productive contacts 
with others. 

Some families are very free and probably 
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fairly reliable when giving historical data. 
In a few cases, there is only a very scattered 
and “unreliable” family history. Always, 
we have our own observations of current 
behavior in a stress situation, which is 
fairly constant from one case to the next, 
although, even in this, there are variations 
if there have been previous hospitalizations. 

When there have been sharply divided 
allegiances within a family, it has sometimes 
been hard to avoid taking sides. Further- 
more, even a mild demonstration of interest 
in the marital partner’s history can aggra- 
vate the conflict and reinforce resistances 
with results which might interfere with the 
achievement of either therapeutic or re- 
search goals. A mother who was inclined 
to project all her problems on her disturbed 
and very difficult husband brought up dra- 
matic historical information concerning 
him, of a sort which he would be likely to 
conceal just at the time when it seemed 
wise to try to help her check these projec- 
tions and encourage her to think more 
about herself and her own part in the 
family difficulties. Interest shown in this 
material at this time would probably tend 
to reinforce her projections and to close 
off useful data concerning herself, but the 
information was valuable; it would prob- 
ably not come up again nor be available 
through other family members. Bringing 
it up later would only give it more empha- 
sis. It was discussed but in less detail than 
might have been desirable from the point 
of view of our research interest in the 
husband’s psychopathology. 

Relationships of the social worker with 
other members of the staff, both research 
team and other hospital personnel, have 
a marked effect on the data. Suggestions 
may be made concerning new lines of 
thought or other ways of working with the 
case. This can be both stimulating and 
reassuring. It introduces some checks on 





the subjectivity of her impressions but adds, 
of course, other subjective impressions. At 
times, the combined hostility of the group 
toward a particularly trying .parent has 
complicated the worker’s efforts to handle 
her own hostility. In other instances, she 
has felt pressed to protect a relative from 
attack by the group or by the patient-ther- 
apist combination. No doubt these circum- 
stances affect both the data and the relation- 
ships concerned. Mutual confidence and 
understanding between therapist and case- 
worker can facilitate the free exchange of 
ideas. The occasional lack of it limits un- 
derstanding of the case and affects the work- 
er’s relationships with family members. 

The fact that the relatives are not told 
of the research probably complicates the 
social worker's feeling about her work with 
them. The decision to omit discussion of 
the use of data for research purposes was 
based on a pilot study made of four families 
by Dr. Beulah Parker. Two who were told 
of the research became unco-operative and 
suspicious, fearing that they and their pa- 
tient were being exploited, even though 
they were, in fact, receiving extra care and 
attention in addition to the reduced rate 
then available. The other two families, who 
were not informed of the research, were 
much more inclined to participate in a 
helpful way. At that stage in the research 
planning, efforts were made to avoid thera- 
peutic intervention with the families, but 
these were not very successful. It seems 
possible that this, together with the fact 
that the families were singled out in seeing 
a psychiatrist rather than a social worker, 
might have affected the findings, but we 
have not tested it. 

A related problem, still unresolved, is 
that of confidentiality. In a comprehensive 
study such as this, it is difficult to work 
out satisfactory disguises. Even if we could 
make the families unrecognizable to their 
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friends, it would be next to impossible to 
disguise them from themselves. A father 
who has confided in us his extramarital af- 
fairs would not like to have his wife read 
their case history. It might be a shock- 
ing discovery for a mother to learn that we 
believe she needs her child’s illness in order 
to give her life a focus and direction, or for 
a father to read that his son considers him 
strongly homosexual. Since our families 
are relatively sophisticated, we cannot be 
sure that they will never pick up a book 
or article signed by people they know, com- 
ing from the hospital where they have had 
a patient. This thought poses a serious 
problem for the caseworker who is seeing 
the families. At times it is possible to 
repress it, but there is no doubt that it is 
always present, and that it does interfere. 

Occasionally, the caseworker experiences 
a kind of pressure from the fact that she 
needs something from these relatives even 
when they do not feel the need of anything 
from her. Parents in one family were ex- 
ceptionally anxious at the thought of the 
interviews and found innumerable reasons 
for not making or keeping appointments. 
They insisted upon evening appointments 
which they canceled minutes before the 
hour “because they were tired” or kept the 
appointment and then let it be known that 
they could as easily have come during the 
day. Had they chosen to come because of 
their own need, this might have been inter- 
preted as provocative behavior, hostility, re- 
sistance, etc. Here, however, we needed 
them more than they thought they needed 
us, and the worker’s resentment could not 
be so easily dissipated. 

Data obtained by casework interviewing 
is open to challenge on the basis of the 
subjectivity of the approach. It is true that 
even in the broadest aspects of the con- 
sideration of such material as this study 
provides, the part played by personal biases 
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is great. It is possible in extensive and 
detailed case histories to find or to project 
evidence in support of almost any hypothe- 
sis. Collection of data cannot be separated 
from interpretation, and the impressions of 
the interviewer are, of course, subjective 
ones. 

Personal biases of other members of the 
research team and the various personalities 
play upon and interact with the various 
aspects of the interviewer’s personality, 
checking the subjectivity of her observa- 
tions in some ways, complicating it still 
further in others. In another similar proj- 
ect, an analyst, having no investment in the 
outcome of the study, was found to be very 
helpful in conferences with those collect- 
ing the data, but this, of course, adds an- 
other subjective impression, and this could 
go on ad infinitum (3). 

We are dealing here with changing quan- 
tities, shifting equilibria, subtleties which 
are observable at some times and not at 
others, and intensities which can be com- 
pared roughly, but only roughly. Only a 
sensitive and adaptable method could pro- 
vide the material necessary to such a study. 
The same factors which we hope may con- 
tribute these qualities will also produce 
unevenness and distortion in the data. 
Paradoxically, when such “errors” are dis- 
coverable, they can further our understand- 
ing of the families. The value in the pro- 
cedure lies in the color and depth and 
intimacy, the richness of detail, in the pic- 
ture of life in these families as we see it 
unfold before us. 


SUMMARY 

In this study of families of schizophrenic 
patients, much of the material has been 
collected through casework treatment of 
family problems similar to that offered all 
families of patients hospitalized at the Yale 
Psychiatric Institute. 
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This method makes possible the study 
of interacting personalities within a family 
group as the several members bring up for 
discussion their problems in relationships. 
Observations can be made as relatives inter- 
act with each other and with the hospital 
staff through times of crisis and periods of 
increasing or diminishing tension. Changes 
which appear to occur in response to thera- 
peutic maneuvers may tend to confirm or 
contradict hypotheses. Several accounts of 
the same event add detail and give cues to 
distortions and differences in perspective. 

The subjectivity of the method gives rise 
to unevenness and inaccuracies. The same 
factors which introduce these defects, how- 
ever, make possible the major contribution 
of such a method and the perception of 
subtleties and details in the interlocking 
human relationships in a family. 
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Some observations on the 
therapeutic process in child 
psychotherapy 


There is a story that an American university 
set up a committee to report on the require- 
ments for training of psychotherapists. The 
committee first attempted to offer a defini- 
tion of psychotherapy and arrived at the 
following conclusion: 

“Psychotherapy is an undefined technique 
for unspecified conditions with unpredicta- 
ble results.” They added: “This technique 
requires a thorough training!” 

In England, Ernest Jones stated succinctly 
that there are two kinds of psychotherapy— 
psychoanalysis and suggestion. Suggestion 
is a word of bad repute, and, therefore, we 
presumably are left with only psychoanaly- 
sis; and it is true that it is to psychoanalytical 
studies that we owe any understanding that 
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we may have of psychotherapeutic processes. 
Suggestion is the name given to the proc- 
ess whereby an individual is influenced in 
his thoughts, feelings, behavior, or symp- 
toms by another individual without—or 
with minimal—conscious participation. 
Psychoanalysis, or therapy based on psy- 
choanalytical studies, is distinguished by 
the development of insight into the uncon- 
scious processes that accompany, or are re- 
sponsible for, our illnesses, and, in order to 
achieve this, it is usually necessary for the 
therapist to use the tool of interpretation. 
Insight, however, is not enough. The ther- 
apist aims at giving first understanding of, 
and then responsibility for, the symptoms 
to the patient. The patient’s consciousness 
is enlarged and so is his responsibility and 
even, in some senses, his burden. In Freud’s 
words: “Where Id was, Ego shall be.” 
Psychotherapy has existed throughout the 
ages, and although in recent centuries it be- 





came separated from the treatment of physi- 
cal disease, the prophet of Biblical days was 
both physician and spiritual healer. 

Freud’s work was, thus, not the first in 
this field, but it was the dividing line mark- 
ing the period after which the processes 
involved became themselves the subject of 
scientific study. It was a practice before it 
became a theory. Freud himself first devel- 
oped a technique and later began to study 
what it was that he was doing. He studied 
the symptoms of his patients and made 
deductions about the relationships of these 
symptoms with events in their lives. He 
found that his inquiries into these relation- 
ships influenced the course of the illnesses 
and seemed to be responsible for cures; and 
he then began to study the process of the 
cure. After he had applied the word “psy- 
choanalysis” to the process, he continued 
to analyse not only what occured in the 
patient but also the process of the analysis 
itself. He extended this study into his own 
participation in the process. 

Psychoanalysis shares with the physical 
sciences a foundation on an act of faith. All 
science is based upon an unprovable assump- 
tion: namely, that the universe is under- 
standable. Without that assumption, we 
would not look for the regularities in nature 
that we call “physical laws.” In studies of 
meanings in chemical and physical struc- 
ture, the meanings are expressed sometimes 
in the form of measurements. In other in- 
stances, including many of the studies of 
mental life, the meanings are expressed in 
terms of sequences and relationships. The 
special assumption that forms the basis of 
psychoanalysis is that our thoughts, feelings, 
behaviour, and our illnesses also have mean- 
ing, or make sense, and that our symptoms 
and our apparently irrational behaviour 
may serve a useful purpose in our lives. 

Nigel Walker, in the Short History of 
Psychotherapy, published by Routledge and 
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Kegan Paul in 1957, draws a distinction 
between descriptive statements and explan- 
atory statements. Explanatory statements 
take the form of models. Freud first made 
observations and then began to search for 
explanations of his findings in terms of 
mental structure. In this way, he was led 
to provide theories of the structure of mind, 
and these theories became the basis of fur- 
ther observations. 

Freud’s early models were derived mostly 
from the physical sciences. Lord Moynihan 
used to describe himself as a physician 
doomed to the practice of surgery. It could 
be said of Freud that he was a neurologist 
doomed to the practice of psychoanalysis. 
His glimpses of understanding are revealed 
as they developed, in statu nascendi, in his 
correspondence with Fleiss, 2nd one can fol- 
low the way in which he was forced, almost 
against his will, into the formulations of 
new concepts of mental life. His observa- 
tions on psychosexual development were 
carried out fearlessly in spite of loss of popu- 
larity with colleagues. 

His techniques of treatment were based 
upon a pact with each patient whereby the 
patient agreed to put at the therapist’s dis- 
posal every thought that his self-perception 
could provide, and the therapist offered in 
return his understanding of that material, 
together with an interpretation of some of 
its unconscious meanings and connections. 

The theory of mind that was at the same 
time evolved was expressed in four different 
types of model: 

1. Topographically, in terms of Ego, Id, 
and Superego; 

2. Dynamically, in terms of mental forces 
such as repression, projection, and resist- 
ances; 

3. Economically, in terms of distribution 
and redistribution of libido, explaining 
symptoms as the accumulation of tension, 
and relief as its release; and 
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4. Historically, in terms of the develop- 
ment of the individual with stages of oral, 
anal, and genital dominance in infancy, and 
the passage through nuclear situations, such 
as the Oedipal stage. 

He enriched the description of mental 
life with a new vocabulary that has passed 
into common speech, sometimes inaccu- 
rately used. 

The process of psychoanalysis came to be 
applied to particular disturbances. Hysteria, 
anxiety states, obsessional and phobic states 
received the most attention. Psychoses were 
not exempt from study, and not only the 
depressive states, but also the delusions 
present in schizophrenia, were shown to be 
comprehensible, even if the course could 
not, at that stage, be influenced. 

Disturbances in childhood were, for a 
while, considered to be outside the range of 
psychoanalysis. The story of Little Hans 
in 1919 gave an account of an attempt to 
understand and to treat an obsessional neu- 
rosis in a boy of five years indirectly through 
interviews with the boy’s father. Hug Hel- 
muth began to treat children over the age 
of six years. Melanie Klein, in 1919, was 
the first to apply analytical methods to 
small children by means of an addition to 
techniques. She allowed the child the use 
of small toys and treated the play with the 
toys as the material through which the 
child communicated. Melanie Klein devel- 
oped new views about the early formation 
of processes in mental life. Her “model” 
of mental development is in the form of 
the incorporation or introjection into the 
personality of the child of “objects” which 
are mental representations of his parents or 
parts of his parents. Both Freud and Karl 
Abraham had previously used the idea of 
object relationship in this sense, but Mel- 
anie Klein made this process the foundation 
of her theories of mind and the basis of her 
technique in treatment. Some of her fol- 
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lowers speak of “good objects” and “bad 
objects” and of “internal objects” and “ex- 
ternal objects” in phraseology that almost 
implies that these objects have material 
existence. 

I should like to mention here the exist- 
ence of schools of psychotherapy formed by 
former associates, followers, or opponents 
of Freud. Different models are built up 
and are spoken of as if they represent an 
actual material structure of mind or of 
personality. When we study mind with 
the instrument of mind, the nearest that 
we can get to it is an analogy. We can say 
of all these theories or analogies, as did 
Theseus of the play within the play in 
A Midsummer Night’s Dream: “The best 
in this kind are but shadows and the worst 
are no worse if imagination amend them.” 

Of some of these theories, we can add, 
as did Hippolyta, “It must be your imagina- 
tion then, and not theirs.” 

And of the anthropomorphism of many 
explanations, we can say, from the same 
play, that “As imagination bodies forth the 
forms of things unknown... ,” the psy- 
chiatrist’s pen, as did the poet’s, “. . . turns 
then to shapes and gives to airy nothing a 
local habitation and a name.” 

It seems also that some exponents of 
individual schools advertise their uniqueness 
as do the advertisers of detergents on TV 
rather than attempt to discover what re- 
semblance they may have to other products 
in the same field. 

Modern child psychiatry is founded 
largely or the work of Melanie Klein and 
Anna Freud. Anna Freud differs from Mel- 
anie Klein in her view of the transference 
situations, but she, too, uses imaginative 
play in treatment. 

Psychiatric treatment of children is, at 
present, carried out largely in child guid- 
ance clinics, the first of which to be founded 
in England was under a voluntary body 





in 1927. They exist now under local edu- 
cation authorities, local health authorities, 
regional hospital boards and hospital units, 
and teaching hospitals. The words, “child 
analysis,” “psychotherapy,” and “play ther- 
apy” have been used to describe techniques 
that are widely divergent and are used 
loosely, as if synonymous with the words 
“child guidance.” 

Here, too, techniques first were devel- 
oped, and, from observations on the appli- 
cation of the techniques, theories have been 
built up regarding the development of per- 
sonality, and concepts of illness have been 
formulated. The aim of most techniques is 
to develop a medium of communication. 
Some therapists use a special setting or 
framework within which to work. The 
methods and materials employed include: 
play with toys, drawing, painting, plastic 
materials, puppets, extempore drama and 
music, and specific materials out of which 
a child may construct a world of his own. 
These are used to help the child to project 
his ideas and to allow the therapist to put 
them into words for him. Some therapists 
become skilled in the use of particular 
media, but too-complicated a setting can 
become a barrier rather than a communica- 
tion between child and therapist. 

Other methods of treatment include 
drugs, physical methods, and hypnotism, 
and there is also the practice of influencing 
the child by more indirect means: e.g., 

1. Through the parent, by direct treat- 
ment of the parent or by helping the parent 
to develop new ways with the child; 

2. Through the more general environ- 
ment, 


(a) by removal of pressures on the 
child; 


(b) by providing material help— 
food, clothes, or equipment; 


(c) by removal of child from home 
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or school, providing a new en- 
vironment; 

(d) by increased recreational facil- 
ities; and 

(e) by encouragement of special abil- 
ities. 


It is the practice to accompany treatment 
of the child, in nearly all cases, by inter- 
views with the parents in order to obtain 
a history of the disturbance, to interpret the 
disturbances in the child’s mental life to 
the parent, and to prepare the parents for 
the adjustments that will become necessary 
as the child makes progress. 

Treatment of the child alone, except 
when adolescence is reached, is usually in- 
adequate and often unjustifiable. It is in- 
adequate because no child lives in isolation, 
and he can be understood only in relation 
to family life. Moreover, a symptom in a 
child may be the presenting symptom of a 
disturbance which extends through the 
whole family, but in which only one indi- 
vidual seems to be carrying the burden. It 
is unjustifiable because one should not 
expect a parent to allow changes—even 
beneficial changes—in his child in which 
he himself plays no part and which he 
may not understand or approve. 

Some parents, however, demand that 
treatment should be confin¢d to the child, 
with the proviso that the child should be 
changed by the therapist into a pattern 
which the parent has considered normal 
but which he himself has failed to impose. 

One must beware of too-facile and too- 
simple explanations of a disturbance in 
giving interviews with parents. A parent is 
ready to quote the psychiatrist as having 
attributed the entire disturbance to a single 
and sometimes improbable cause. One is 
often accused of attributing a behaviour dis- 
order to “too much discipline,” and the 
suggestion is then made that psychiatrists 
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recommend the absence of discipline. I 
have also heard of a mother who said that 
she had gathered that what she had done 
wrong was to have her first child first. 

Parents are sometimes resentful regard- 
ing the use of play as treatment. Play is an 
indulgence, and it seems wrong to them 
that it should be permitted in the case of 
a child who has been brought to the psy- 
chiatrist after all other threats have failed. 

I should like to discuss the actual process 
of treatment under five headings: relation- 
ship, communication, interpretation, in- 
sight, and utilisation of the insight within 
the patient’s life. 

Relationship in the case of a child is two- 
fold. First, it may be a transference rela- 
tionship, in which the therapist appears in 
the child’s fantasy as a representation of 
aspects of the child’s parents. Secondly, the 
therapist acts in his own right and some- 
times serves as a model from which the 
child may, for the first time, introject qual- 
ities into his personality. 

These two aspects correspond somewhat 
to what Slavson describes as “libidinal 
transference” and “identification transfer- 
ence.” 3 

All the other processes take place against 
the background of this relationship, and 
the relationship is reciprocal—transference 
and counter-transference. The rapidity of 
the building-up of a transference relation- 
ship justifies the belief that counter-trans- 
ference comes first. A therapeutic relation- 
ship can only be built up between child 
and therapist if the therapist can first give 
respect to the child as he is, without attempt- 
ing to manipulate him, giving him freedom 
to talk or play or to be silent and inactive, 
with the proviso only that the silences or 
inactivity may be interpreted. 





1Slavson, Samuel R., Child Psychotherapy (New 
York: Columbia University Press, 1952). 
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The patient’s fe ..ngs are described as 
positive or negative, but they may be both 
at the same time. The attribution by the 
patient of qualities beyond those which the 
therapist actually possesses may please the 
therapist, but they are a demand upon him 
to fulfill that fantasy or face the conse- 
quences. 

As an example I would like to quote from 
a letter received from an adult patient: 

“In my world of fantasy, you have been 
all things to me—mother, father, friend, 
teacher, guide, and many other things, ac- 
cording to my mood and needs of the 
moment. For me you have possessed the 
gentleness of a woman, the logic of a man, 
the understanding of a teacher, and the 
wisdom of a guide who has trodden the 
same path many times and appreciates all 
the dangers without trying to dodge any of 
them. I have complete confidence in your 
ability to allow me to do and say only 
those things which will not violate my code 
of behaviour. But I am always desperately 
afraid that in one of my moments of de- 
pendence I might say or do something which 
is completely out of character. I have a 
strange Puritanical streak in me, and in 
my fantasies have many thoughts for which 
I despise myself, and I am always afraid 
they might pop out into the conversation. 
I still cannot accept your maxim that it is 
right to give voice to all one’s thoughts. . . 
I cannot just let off steam and rant,and rave 
at you, however much I feel like it. I just 
get quiet and shut up within myself at 
the times when I most need to let myself 
go. I am sane enough to know what is 
fantasy and what is reality but not sane 
enough yet to put aside that fantasy and 
live in a real world.” 

This is from a patient whom I have seen 
approximately once weekly for about two 
years, and a large part of each session is 
spent in silence. I might add that in the 





beginning of this letter, there is an implied 
reproof for my absence on holiday during 
the previous three weeks. 

Children are more ingenuous; they make 
direct attacks with words or play materials, 
or they sometimes use their drawings to 
express the situation symbolically. 

Communication is possible only when 
there is an understanding of the material 
presented. At the first interview, it is a 
practice to invite the child to draw. 

With every drawing, I ask myself, but 
not the child, the following questions: 

1. What is it; what is the content of the 
drawing? , 

2. What are the sources of the material— 
whether primarily done at school, derived 
from story books or observation—or if it 
is mainly from the child’s own inner mental 
processes? 

3. What are the meanings which can be 
attached to the drawing? The child’s own 
thoughts in association to the drawing 
might help; the therapist’s associations may 
be of equal value, and these may or may 
not be disclosed at the time. To show that 
the attachment of meanings to drawings is 
not confined to child psychiatry, there is 
the painting by Sir Winston Churchill. The 
painting is of a small tree which is enclosed 
by two larger trees leaning towards each 
other, and the title is “Custody of the 
Child.” 

4. What was the purpose of the drawing? 
Why did the child select that subject and 
at that time? 

5. How can we use that drawing in com- 
munication or treatment? 

Play may also be a means of communica- 
tion in the same way, and both drawing 
and play with toys may be a joint activity 
of child and therapist and, thus, have a 
value beyond that of communication in the 
development of the relationship between 
the two. 
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Interpretation is chiefly a verbal process. 
The therapist finds the words for the ideas 
that the child is trying to express in other 
ways. Interpretation may aim at undoing 
repressions, disturbances, and displacements 
responsible for psychoneuroses in children, 
or the aim may be less specific. A question 
asked by the therapist or even his silent ac- 
ceptance of the child’s products may be 
interpretive. The child interprets the ther- 
apist’s activities, just as the therapist inter- 
prets the child’s. This can be illustrated by 
the story of an anthropologist who became 
the fortunate witness of a ritual dance of 
a little known African tribe. The dance 
was accompanied by a chant in a language 
that was unfamiliar to him. He therefore 
attempted to record it in phonetics and 
succeeded in making a note of a phrase 
which was repeated interminably. When 
transcribed, it read: “The white man is 
writing it down!” We should remember 
that, while we are participating observers, 
the child is an observing participant. 

It is interpretive to complete what the 
parent or child has only partly said. An 
example of this is of a mother, with arms 
akimbo, who, when invited to “tell me 
something about the problem,” replied: “I 
have told this story a half-dozen times al- 
ready” and continued then with a defiant 
silence. I continued her sentence—in the 
same melody “. . . and not got much help.” 
This immediately produced her story. My 
interpretation of her remark was accom- 
panied by her interpretation of my comple- 
tion of it. It was as if I were promising 
that here she would get help. That is the 
danger of permission to communicate and 
interpretation of the communication. It is 
a promise to help that must be kept, and 
it should be not lightly made. 

Insight is not merely the release of un- 
conscious material. A psychosis could do 
that for us—there is plenty of unconscious 
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material to be had in the verbal and artistic 
output of a psychotic patient. There are 
young children, too, who seem to have 
their “unconscious” on the surface. 

Insight is the perception of unconscious 
motives and mechanism in relation to con- 
scious behaviour. Partial familiarity with 
psychoanalytical concepts has led psycho- 
therapists to welcome, from patients, mate- 
rial which seems to come straight out of the 
early psychoanalytical writings. When it is 
produced as easily as that, it serves no pur- 
pose in treatment. 

Many child psychiatrists are becoming 
aware of greater numbers of psychotic chil- 
dren being referred to them or being recog- 
nised by them. The methods of treatment 
which have become almost a routine in 
child guidance clinics are inadequate for 
these patients. Some of these patients seem 
to improve with modifications of the rou- 
tine. Attempts at interpretation are omitted. 
Conditions within the play room are main- 
tained as constant as possible. The ther- 
apist and the therapist’s room become the 
one fixed and unchanging factor in the 
child’s life. 

When drawings or play are not inter- 
preted verbally, therapy may occur at an- 
other level. Each of these activities has 
satisfaction in its own right. These activities 
can be recapitulatory, reparative, or inte- 
grative. They can be recapitulations of 
problems in a way that helps the child to 
absorb his anxiety by familiarity, and re- 
parative if leading to a different conclusion 
from the unsatisfactory sequences in past 
experience. The activity can also be inte- 
grative; the expression or externalisation of 
unoonscious material can allow it to be 





2 Mead, Margaret, “Changing Patterns of Parent- 
Child Relations in an Urban Culture,” IJnterna- 
tional Journal of Psychoanalysis, 38 (November- 
December 1957), Part 6, 369-78. 
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reabsorbed more safely. Perhaps modern 
art serves this function for the artist and 
also for those who find pleasure in viewing 
or owning these works. Some of the “ac- 
tion” paintings seem to resemble fecal or 
seminal discharges. The finding of beauty 
or of value in these products has widened 
the boundaries of normality. The finding 
of some kind of pattern in the apparent 
chaos builds up again something new after 
the destruction of the traditional limits of 
artistic expression. In the case of the child 
patient, he needs the therapist’s acceptance 
of these productions to give the feeling that 
he himself has value, and that his efforts 
are neither worthless nor dangerous. 

Some children with borderline psychotic 
illnesses may show uncontrolled behaviour 
in the playroom, which builds up to a 
crisis which seems to have orgiastic features. 
When this has led to his rearrangement of 
the furniture of the room, and it has re- 
mained for him next time, or when his 
chaotic drawings have been preserved, 
something seems to be added to the child. 

Rapid cultural changes may be an im- 
portant factor in the failure of some chil- 
dren to develop stable personalities. Mar- 
garet Mead referred, in a lecture to the 
British Psycho-Analytical Society,? to the 
constantly changing shapes and textures of 
the articles in common use in the home and 
in the general surroundings of adult life. 
Moreover, the various shapes of utensils, 
furniture, and houses have not only parted 
from tradition, but they also seem unrelated 
to each other. In primitive society, the 
shapes are constant, and even if parents’ 
moods alter, the roof under which they live 
retains its quality of safety and kindness. 

The therapist's room and his dependable 
presence at the time of the regular appoint- 
ment are important factors in the therapeu- 
tic process. 

Perhaps the giving of this dependability 





to the individual who needed to be depend- 
ent and who was afraid to trust anyone is 
the way in which we contribute to the proc- 
ess that has been called “ego strengthen- 
ing,” and it is a form of growing up. 
Utilisation is the final process. Cure takes 
place, not in the therapy room, but in the 
life of the patient. Realisation of potential- 
ities, ability to accept responsibilities, and 
face the inevitable anxieties of life are the 
test. Mature people can accept a little in- 
justice in their lives, although there is a 
healthy degree of maturity which resents 
injustice to one’s self and is able to fight 
against injustice to others. There is a 


maturity which accepts the conventions, and 
there is another maturity which seeks con- 
structively to change them. 

The culture changes. Some of the changes 
in values and standards may be the result 
of psychiatric findings and of the attempt 
to prevent illness by altering the pressures 


of society that seem to be the cause. The 
changes in culture are more likely to be 
caused, however, by more elusive changes 
in the climate of social relationships, and 
psychiatric studies could be the result, and 
not the cause, of these trends. 

There is a publication called The Lonely 
Crowd by David Riesman and others, pub- 
lished by Yale University Press in 1950, 
which describes the changing American 
character. Three kinds of character are 
mentioned: Tradition-Directed, Inner-Di- 
rected, and Other-Directed. 

The Tradition-Directed type of life ex- 
isted in England before the nineteenth cen- 
tury and still exists in some Continental 
countries. The activity of each member of 
this kind of society is determined by obedi- 
ence to well-recognised traditions. This 
works well until people rebel against it. 

The Inner-Directed life leads to a be- 
havioural conformity based on principles 
which still may remain active even when 
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the individual is moved to another setting 
and is illustrated by the stereotype of the 
Englishman maintaining his standards of 
etiquette in the tropics. 

The Other-Directed character receives his 
approval, not by observing traditions nor 
satisfying his inner voice, but by anticipat- 
ing the opinions and fashions of his own 
peers. He is the “conspicuous consumer” 
of material goods, and even his friendships 
are for display and not for his personal sat- 
isfaction. 

The descriptions are elaborated and are 
discussed in relation to economics, politics, 
and changes in child-rearing patterns and 
family life. The parent in Tradition-Di- 
rected society has a pattern of life that is 
simple for the child to imitate, and both 
home and work are not so complex that 
children are felt to be a nuisance. 

In the Jnner-Directed life, there develops 
a choice of goals, with the capacity to seek 
new goals. Character training becomes an 
aim for the children, and a social distance 
develops between parent and child. 

In the Other-Directed life there is “room 
at the top” for those who manipulate peo- 
ple rather than follow principles. Parents 
lose their certainties; children are scarcer; 
and, while not necessary for economic value, 
they have acquired an importance as repre- 
senting the culture of tomorrow. Parents 
have no principles to offer; they may offer 
scoldings and token spankings; they try to 
reason with or manipulate their children; 
and they, in turn, are manipulated by their 
children. 

It is important to recognise these changes 
because therapy is relative. It exists against 
the background of the culture to which the 
personality of the individual is adjusted, or 
to which it fails to adjust. 

Much of our therapy was designed to 
treat people who broke down in the Inner- 
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Directed society—those with the strong su- 
perego. We are now having to deal with 
those who break down in the Other-Di- 
rected society—those with the weak ego. 

There are also those who do not break 
down but who fit into a socially patterned 
defect which saves them from individual 
neurosis. For example, there is a present- 
day trend for young people to express their 
identity with one another by the wearing 
of outlandish clothes. Some young men in 
England adopted the styles of the Edward- 
ian period and have given themselves the 
name of “Teddy Boys.” It often appears 
that the wearing of this dress marks them 
out as potential delinquents, but it is more 
appropriate to look upon this trend as a 
group attempt to pass through disturbing 
phases with mutual support and to demon- 
strate, provocatively, their distinctiveness 
from the generation of their parents. It is 
curious that in so doing they adopted some 
of the features of the dress of their grand- 
parents. 

Therapy must alter in pace with the 
development of new cultural expression 
which influences personality through the 
various arts. 


The therapist himself must grow. It is 
said that no therapist can take a patient 
further than the point that he himself has 
reached. I should like to return, however, 
to a discussion of some aspects of “sugges- 
tion.” The process can be explained in two 
ways: sometimes “suggestion” is, figura- 
tively, a lending of the therapist’s personal- 
ity to the patient—for a while; in other 
cases, the patient absorbs something from 
the therapist in a way that neither may be 
aware of. We can describe this process in 
Kleinian or Fairburnian terms as an incor- 
poration or introjection of good objects. 
Such results go beyond an hysterical identi- 
fication and may lead to permanent good 
results. Both these processes could be appli- 
cable to the miracle cures and faith healing 
in ancient and modern times. 

As physicians, we like to understand what 
it is that we do. Most of us alter as we con- 
tinue our work. We may do good work with 
the enthusiasm and interest that we give to 
our very first patients. It is an article of 
faith with me that we need constantly to 
renew our inspiration and that at every 
stage of our lives we do our best work with 
the growing point of our personalities. 








BARTHOLOMEW D. WALL, Epb.D. 


Education’s mental hygiene 
dilemma 


In disputes relative to the place of mental 
hygiene in education, psychiatrists have 
stated: 

“There is much talk about ‘closing the 
gap’ between education and mental 
health, but it is not often that a compre- 
hensive program of education, in which 
mental health and child development 
concepts and practices assume their ap- 
propriate places, is described” (2). 


This difficulty, which educators have en- 
countered in their efforts to incorporate 
mental hygiene into programs of prepara- 
tion for teachers and administrators, actu- 
ally represents a many-faceted and perva- 
sive problem which reaches into all areas 
and levels of education today: namely, (a) a 
time lag in applying what we now know 
about how individuals really learn, (b) con- 
fusion about the goals of education in a 
democracy, and (c) some confusion between 
methods and goals. Brubacher (5) has 
indicated, for example, that the organiza- 


tion of “logical ideas” into subject matter 
compartments, the “teaching” of which was 
presumed to enable a person to think, de- 
cide, and act logically, came to constitute 
a major a priori assumption in the tradi- 
tions of American education. 

Until very recently, subject matter has 
been considered sacred and inviolable as 
a repository of what Harold Lasky has 
referred to as “our antiquity of knowledge 
and our knowledge of antiquity” (7). Only 
recently have educators in significant num- 
bers had the temerity to suggest that, on 
the face of things, we have been falling far 
short of our goals, and that learning by 
direction or prescription has apparently not 
enabled us to predict when, as a result of 
such learning, people will give evidence of 
scientific thought and behavior, if possible. 
Recent data deriving from the behavioral 
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sciences have helped educators to see that 
the methods by which people learn have 
much to do with the extent to which they 
can make their knowledge operational. It is 
now more generally believed that methods 
have to enable a person to understand what 
he is learning at the functional level if he is 
to make an emotional investment in that 
learning. Additionally, the learner’s state 
of adjustment has been concluded to have 
meaning for what he is willing to learn or 
is capable of allowing himself to learn; 
hence the importance of motivation in 
learning. 

Thus, while education’s slowness in ren- 
dering mental hygiene principles functional 
in education can be traced back, in part, to 
the problem of the time lag in methodolog- 
ical change, it is more interesting and profit- 
able to follow the problem out the other 
way to its implications for the preservice 
and inservice preparation of teachers, for in 
so doing it is relatively easy for us to appre- 
ciate the many dilemmas which teachers, 
administrators, and educational specialists 
encounter as they try to incorporate mental 
hygiene principles into curriculum plan- 
ning, supervision, and interpersonal rela- 
tionships. Following are some of the kinds 
of dilemmas which administrators, teachers, 
and college personnel face as they attempt 
to organize and implement their stand on 
behalf of preventive and curative mental 
hygiene. The dilemmas confronting admin- 
istrators are largely procedural, although 
personnel actions constitute a significant 
problem area, Teachers’ dilemmas, with 
reference to the mental hygiene problem, 
center arcund methods, relationships, and 
maiters of self-assessment. ‘The dilemmas 
for colleges seem to cluster mostly about 
recruitment and guidance. 

(a) The public pressure dilemma is en- 
countered by administrators and teachers 


where well-meaning parents urge the 
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schools to use instructional methods which 
are inconsistent with principles of mental 
hygiene. Examples: maintaining the status 
quo in educational methodology as though 
the last word has been written on methods, 
more homework for its sake alone, the use 
of report cards as against parent-teacher 
conferences, and the emphasis of the so- 
called “tough” courses, all of which seem 
to ask that we adjust the child to the cur- 
riculum when we know that it is equally— 
if not more—a case of adjusting the cur- 
riculum to the child. 

(b) The selective-employment dilemma 
is caused both by the teacher shortage and 
by the fact that we have, at present, insuf- 
ficient criteria with which to predict suc- 
cess for any given teacher. As practice 
teaching experiences progressively organ- 
ized become more effectively interwoven 
with theory and the use of materials, this 
problem may be eliminated, but for the 
present, administrators have very little op- 
portunity to be really selective in the face 
of need and have difficulty in weeding out 
any but the very obviously emotionally 
disturbed applicants for employment. The 
importance of this dilemma can be partially 
assessed by a statement of the basic policy 
of the Michigan Society for Mental Health, 
which reads in part: 

“The primary focus of the program 
would be directed toward classroom 
teachers because of the length and inten- 
sity of their contact with children and 
the ° and potential influence the 
teach» .as on the individual child and 
the group climate” (8). 

Barbara Biber, the director of research 
for the Bank Street College of Education, 
has stated: 

“... and yet, on the basis of experience, 

we must honestly report that there are 

many instances in which young, well- 
prepared teachers find it difficult to stand 
up to the impact of their first jobs, espe- 
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cially where the teaching conditions, the 
quality of administration, the life back- 
grounds of the children are in sharp con- 
trast to what they experienced in their 
own backgrounds or during the training 
period” (2). 


Thus, one can see that the selection and 
retention of capable teachers is ultimately 
of importance to the mental health of stu- 
dents. 

Related to the administrator’s selective- 
employment problem is (c) the tenure di- 
lemma, an enigma for all administrators 
who face public and professional censure 
whenever they attempt to separate employ- 
ees who prove in time that they are not 
professionally competent because of per- 
sonality disorders. One need not press his 
imagination too strenuously to picture the 
needless multiplication of interpersonal 
problems in cases where a disturbed teacher 
and a disturbed child have been thrown 
together in a classroom situation. 

Relative to the needs of students in many 
communities, teachers, administrators, and 
other educational specialists run head-on 
into a (d) referral resources dilemma in 
cases where they have a really disturbed 
child on their hands only to find it difficult, 
time-consuming, or impossible to secure 
treatment services within a reasonable dis- 
tance, although Viola Bernard indicates 
that some of the mental hygiene problems 
in public schools can be traced back to 
matters of teacher preparation. She has 
written with reference to this specific mat- 
ter: 

“The best of mental health inservice 
programs for teachers is handicapped by 
the original preservice training, if this 
was too much at variance with mental 
health concepts” (1). 


Yet, on behalf of teachers, it seems only 
fair to state that the (e) teacher preparation 
—teacher practice dilemma is a very serious 
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problem for teachers who are asked to teach 
in a manner almost totally different from 
the manner in which they were taught. The 
problem is similar to that of the parent 
raised in accordance with the “woodshed” 
school of discipline who is now encouraged 
to use permissive techniques in rearing his 
own children. One can appreciate that this 
problem would be intensified in the case 
of an insecure teacher who used instruc- 
tional techniques as a part of his or her de- 
fensive armament. 

However, there are cases where teachers 
are willing to try new ideas, only to be 
blocked in their efforts by traditionally ori- 
ented or fearful administrators. ‘Bernard 
has stated, with reference to this problem: 

“Teachers far exceed the administra- 
tors in their readiness for and capacity 
to merge mental health concepts, as 
taught by clinicians into their own edu- 

cational approach” (1). 


Thus, an (f) innovation dilemma is pres- 
ent for the teacher who is aware of the 


many ways in which mental hygiene can 
be worked into curriculum and made a 
dynamic part of the educational experiences 
of children, yet who must adjust to an ad- 
ministration which is fearful of looking at 
curriculum experimentally. Knowing what 
we now know about how children learn 
best renders the teaching situation very try- 
ing if we are limited to “second best” ap- 
proaches and resources. 

Relative to Bernard’s statements, Robert 
E. Bills (3) of Alabama Polytechnic Insti- 
tute has postulated in his studies on per- 
ceptual psychology that administrators’ per- 
sonalities have an effect upon the personal- 
ities of their teachers. He indicates that the 
effect is manifested in their security opera- 
tions and is therefore measurable. Of im- 
portance here is Bills’ point that adminis- 
trators having what he calls “minus-minus 
personalities” (insecure, negative, anti-so- 
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cial, fearful, and authoritarian) bring out 
similar traits of behavior in their teachers, 
whereas “‘plus-plus personalities” (secure, 
positive, sociable, confident, and demo- 
cratic) elicit similar traits of behavior in 
their teachers. The prior works of Polansky, 
Lippit and Redl (10) on “behavior conta- 
gion” would seem to support Bills’ thesis. 

Of course, it has only been within the 
last decade or so that we have begun to 
define our mental hygiene terms opera- 
tionally, and until this goal has been 
achieved, it will be difficult for prospective 
teachers to really apply what they are now 
only beginning to understand. This (g) op- 
erational definition dilemma has other im- 
portant ramifications. For example, until 


concepts have been made operational, it 
will be difficult to establish real, attainable 
goals. And until we have specific goals, it 
will be likewise difficult to establish criteria 


for measuring or evaluating progress toward 
goals. 

Perhaps of more pressing concern to 
teachers is the (h) control-expediency di- 
lemma which vexes most new teachers and 
a fair percentage of experienced teachers, at 
least at the beginning of each semester. In 
an effort to maintain outer control over 
student behavior, teachers very often fly to 
the use of expedients in the form of coercive 
techniques which prove, in time, to be 
precedent-setting. The fear that they will 
lose control over the behavior of students 
is compounded by the fear that they will 
therefore be rated down as to competency 
by their peers and supervisors. The result- 
ant anxiety not only renders it difficult for 
them to think of a mental hygiene approach 
(the development of inner controls over 
impulsivity) but renders the very use of 
such an approach highly threatening. The 
end result too often is that they resort to 
a type of discipline which is coercive, repres- 
sive, anxiety-producing, and actually the 
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opposite of what should be used—first, in 
terms of the developmental nature of 
growth and, consequently, of learning and, 
second, in terms of what we believe the 
goals of education must be in a democracy. 

Speaking of the problems which teachers 
face, R. H. Felix has said: 

“Even without the extra stresses caused 
by the cultural growing pains of today’s 
society, the emotional environment in 
which teachers work holds considerable 
strain and tension. The psychological in- 
teraction involved in teaching a roomful 
of lively youngsters is not easy to handle 
hour after hour and day after day. In 
addition, teachers have to adjust to ad- 
ministrative direction from above and to 
the pressures of parental and_ public 
opinion from without, and, more than 
in most occupations, the teacher’s job is 
likely to carry over into his personal 
life’ (6). 

Germane to this observation is the fact 
that our college courses have been designed 
to orient prospective teachers to the symp- 
toms of maladjustment in children, how- 
ever, without equipping them with work- 
able criteria or techniques for assessing the 
need for referral in individual cases. Even 
the preparation of counselors is notoriously 
weak in this regard. This (i) symptom as- 
sessment dilemma could be materially re- 
duced if we spent more time with prospec- 
tive teachers in their use of teamwork 
techniques in evaluating children’s adjust- 
ment and need of referral for treatment. 
For example, since we know the classroom 
teacher cannot be a clinician, why not en- 
courage her to invite the school psychologist 
and/or any other concerned specialist to 
observe the problem in her room, much as 
a medical examination team conducts a 
group diagnosis? As ‘a member of a team 
interested in reducing blocks to learning, 
she would be less likely to interpret referral 
as any indication of her lack of ability or 
qualification as a teacher. 
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The teamwork approach would enable 
all parties concerned to consider tentative 
solutions for problems in their real setting 
whether they involved referral or not. One 
additional benefit deriving from such col- 
laboration would be that the school psy- 
chologist and other specialists who, unfor- 
tunately, orient their services around the 
administration of clinical measurements 
would, instead, structure their contribution 
around: observation; thinking through the 
problem in its real setting; and utilizing 
tests more appropriately and creatively with 
resulting economy of time and effort. This 
approach should help prevent the members 
of the team, who ordinarily make a creed 
of individual differences, from falling vic- 
tims to the stereotype of normalcy in which 
the slightest “differences” elicited through 
diagnostic material are blown up into a 
type of significance which does not square 
entirely with the facts of individual differ- 
ences. 

Since educational methodology is under- 
going a basic shift in both methods and 
goals, one can appreciate the difficulty 
teachers oftentimes face, what with their 
having one foot in the “emphasis-on-con- 
tent school” and the other in the “empha- 
sis-on-the-child school.” We do not as yet 
have sufficient “know-how” to enable us to 
jump into the “emphasis-on-the-child 
school” with both feet, although that day 
is approaching. The use of the problem- 
solving process would appear to be a step 
toward such a goal. Meanwhile, older 
teachers whose preparation gave eminence 
to subject-matter, plus those new teachers 
whose abilities and/or personalities do not 
permit them to function in this new role 
with ease, face an almost unavoidable (7) 
content versus education of the child di- 
lemma. Very often, these teachers are in- 
clined to make an obeisance to mental 
hygiene concepts by including, along with 
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other content, a unit on mental hygiene, 
as though it could be conveyed operation- 
ally as a discreet block of knowledge. Their 
disappointment, when perceiving that 
neither the attitudes or behaviors of their 
students have been perceptibly altered by 
such units, is understandable but lamenta- 
ble. 

With respect to the fine work of Oje- 
mann, Levitt (9) and others who substan- 
tiated the value of teaching a causal analy- 
sis of behavior as against a surface analysis 
(praise and blame), content, no matter how 
dynamic, would seem to be second in im- 
portance to instruction which, through 
pupil-teacher planning, makes greater al- 
lowance for the needs of children. 

Another problem encountered by novices 
as well as experienced teachers involves 
the (k) identification-expectancy dilemma 
wherein the teacher identifies with hand- 
some or precocious children and expects 
performance which may not correlate too 
well with their capacity. Teachers have 
been known to project expectancies out of 
their own experience, forgetting that they 
are generalizing from the point of view of 
a person who was among the top 10 or 15 
per cent of his high school graduating class 
in ability, performance, and conformance. 
Bingham and Moore (4) referred to this 
phenomenon as “halo effect.” Other writ- 
ers have indicated that teachers, as a group, 
emanate from the middle class and that 
they tend, in cases, to generalize or project 
from a basis of their cultural backgrounds. 
It seems reasonable to submit that this 
rather simple practice of attributing ability 
to becoming individuals is much more com- 
mon. Obviously, such expectancies can 
place undue strain upon children, all or 
most of whom seek approval or love through 
conformance. This practice involves anxiety 
for both the teacher and the student at the 
point where the child cannot come through 
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for the teacher and gives ample evidence 
of the teacher’s need of accurate data on 
the ability of individual students and of 
his need to use it. 

Stephen Withey (13) has found in his 
studies of adolescent boys and girls that 
they want and need both freedom and lim- 
its. For teachers and parents this (1) free- 
dom versus limits dilemma presents prob- 
lems which, in analysis, highlight the devel- 
opmental nature of both growth and learn- 
ing. Freedom to make decisions for one’s 
self—to try one’s wings—is certainly a pre- 
requisite to the assumption of adult respon- 
sibilities in a democracy. In terms of the 
obvious goals of education in a democracy, 
individuals need practice in developing in- 
ner controls over impulsivity. How are 
they to get the necessary experience unless 
they have commensurate freedom? This di- 
lemma is much more severe for teachers who 
believe they can teach by prescription, who 
emphasize subject matter over the unique 
individual, and who do not understand the 
developmental relationship between growth 
and learning. Yet for all teachers, the prob- 
lem of defining what is too much freedom 
and, conversely, too much control presents 
a dilemma which can be resolved only 
through realistic preparation, a_ well- 
thought-through philosophy of education 
and experience. 

Not all mental hygiene dilemmas take 
place on the operational level, however. 
There exist theoretical dilemmas as far as 
psychological theory is concerned. An (m) 
theoretical orientation dilemma_ which 
plagues many teachers can be partially rec- 
ognized in their defensive handling of dis- 
turbed children, their comments in ad- 
vanced classes, and their anecdotal record 
write-ups. There appears to be just enough 
confusion on their part to enable them to 
make some rather far-fetched connections 
between a “disturbed,” “neurotic,” or “mal- 
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adjusted” child and that child’s expected 
behavior. For example, many of them as- 
sume that a poorly adjusted child has some- 
thing “sexually wrong” with him. Hence, 
they fear the development of any friendly 
ties with him lest his problems erupt with 
subsequent embarrassment to all parties 
concerned. This fear seems to be especially 
intense in the case of female teachers and 
male students and in the case of male teach- 
ers and the somewhat effeminate male 
students. 

If we at the college level were more effec- 
tive in helping teachers to understand that 
confused emotions lie at the core of a dis- 
turbed individual’s personality, that sexu- 
ality is but one of many peripheral behavior 
areas in which the problem manifests itself, 
and that feelings constitute the center of 
the difficulty, we would help teachers to 
resolve such a dilemma, thereby enabling 
them to function more adequately in the 
role of guidance. 

The references in this paper to the kinds 
of changes which are taking place in edu- 
cation today point ultimately toward the 
fact that teachers as process persons must be 
skillful and perceptive in matters of inter- 
personal relationships with peers as well as 
with children. And, as education becomes 
less and less a place for an insensitive per- 
son, it becomes more and more a place 
where teachers must continuously assess 
themselves. It is not enough that they shall 
evaluate themselves in terms of such psy- 
chological phenomena as counter transfer- 
ence (12) or in terms of such sociological 
concepts as group dynamics and group 
process but in everyday operations as they: 
look at curriculum experimentally; teach 
on a basis of individual differences; incor- 
porate children’s needs, interests, and com- 
mon experiences into the curriculum; use 
pupil-teacher planning; function in the 
role of guidance; and extend class time into 





Education’s mental hygiene dilemma 


larger blocks so as to facilitate all these 
techniques. Teachers themselves would 
probably agree that to function most effec- 
tively in all these areas, they would have 
to be nonthreatening personalities using 
noncoercive practices. 

However, by what exact criteria are teach- 
ers to assess themselves? In terms of what 
specifically defined operational goals can 
they evaluate their progress as teachers? 
This is the (n) self-assessment dilemma 
which teachers face. In view of the fact that 
education is halfway between a. traditional 
form and content and something new in 
form and content, teachers have great dif- 
ficulty in selecting one or another set of 
goals against which they can evaluate their 
professional development. 

Relative to matters of teacher self-assess- 
ment, Fritz Red] (11) has presented an ex- 
cellent reason why teachers and all adults 
should assess their relationships with chil- 
dren. Speaking particularly of defiant chil- 
dren, he has said: 


“The problem of ‘defiant youth’ is com- 
plicated by the fact that the adult gen- 
eration generally lacks conceptual clarity 
in discussing the issues involved. Fur- 
thermore, ‘defiant’ behavior by children 
seems to bring out the worst in adults, 

rovoking them to react with their own 


eelin rather than with deliberate 


thought.” 


It would seem that we must help teachers 
to assess their professional behavior against 
the fabric of their philosophy. This means 
that we must help them to develop a philos- 
ophy or at least a value frame of reference 
relative to the education of children. Such 
a frame of reference must incorporate our 
basic democratic beliefs as to the worth of 
the individual, equality of opportunity, and 
the consent of the governed. Throughout 
their preparation, teachers should have 
some means of becoming acquainted with 
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the findings of qualified research which 
throw new light on the learning process. 
Out of these concepts and data, education 
must formulate and reformulate its goals 
so that teachers, in terms of the kinds of 
techniques mentioned above, can determine 
how effective they are as human beings in 
helping individual human beings to acquire 
learning. 

Finally, colleges of education face both 
a teacher recruitment and a student guid- 
ance problem which, for the sake of con- 
venience, might be called the (0) teacher 
selection dilemma. Colleges of education 
have no really dependable criteria for pre- 
dicting teacher success at present. An “A” 
or a “C” grade student might be either 
effective or ineffective as a teacher. This 
problem quite likely relates to the problem 
of changing emphases and goals already 
mentioned. In any case, we have as yet 
no qualified data relating to a prospective 
teacher’s aptitude for group work in educa- 
tion. We also lack definitive studies of 
teacher attitude and values. Such studies 
must be longitudinal so as to provide us 
with the kinds of data which will help us 
see the differentiation between students who 
enter colleges of education and students 
who enter the other colleges and schools. 
We do not know what differences exist be- 
tween students who stay in. colleges of edu- 
cation until they graduate and students who 
drop out of teacher preparation programs. 
We do not know nearly enough about the 
differences between teachers who are flexible 
and adaptable in their use of methods, who 
warm up to kids, who enjoy sharing the 
aesthetics of the learning process with them, 
and who are nonthreatening most of the 
time and, on the other hand, teachers who 
are inflexible, dogmatic, judgmental, puni- 
tive, and threatening to children most of 
the time. 

It is not enough to state that such prob- 
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lems are psychological and have to do with 
personality growth and development. The 
college of education cannot be a clinic for 
therapy. We have to know, in terms of 
their influence upon the mental health of 
children, just where these various types of 
teachers belong in the educational scheme 
of things, or if they do not belong at all. 
Of course, a potentially capable person who 
has minor problems to work out should 
have available help and should be encour- 
aged to use it. However, there are cases 


where the prospective teacher might well 
be guided into other fields of work for the 
good of children in general. 


SUMMARY AND CONCLUSION 


In summary, it might be said that these 
dilemmas which teachers, school adminis- 
trators, and college personnel face tie in 
with the mentioned lag between how we 
prepare teachers to teach and what we now 
know about how children learn. Other 
factors which impinge upon education's 
mental hygiene dilemma involve: (a) prob- 
lems relating to teacher personality, (b) a 
need of predictive instruments, and (c) a 
need for realistic guidance in colleges of 
education. Since teachers in a real sense 
“guide” the learning of children, the 
teacher-child relationship can be seen as 
crucial to what we might term “the mental 
hygiene approach,” which should be, after 
all, just good teaching. 
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JOSEPH M. SACKS, Pu.D. 


Transitional programs 


for psychiatric patients 


Because of improved treatment methods, 
the number of patients being discharged 
from mental hospitals has been consist- 
ently increasing during the past five years. 
Experience with hospitalized patients in- 
dicates that there is a definite need, vary- 
ing with the individual patient, for transi- 
tional programs to facilitate the change 
from institutional living to community 
living. It is clear that it is one thing to 
bring a patient to the point at which he is 
well enough to leave the hospital but quite 
another thing for him to remain out. It is 
likely that these transitional programs may 
be applicable to many patients who have 
not been hospitalized so that they can be 
maintained in the community, and _ hos- 
pitalization can be prevented. 

The treatment goal of the mental hos- 
pital is to restore the patient as quickly 
as possible to a level at which he can 
function effectively in the community. To 


that end, chemotherapy is utilized exten- 
sively so that psychotic symptoms may be 
quickly brought under control, making the 
patient accessible to the rehabilitation 
therapies. Instead of expending most of 
their time and effort in coping with psy- 
chotic symptoms and behavior, the hospital 
staff then has a greater opportunity to help 
the patient develop his ego strengths and 
personal assets. Therapeutic activities and 
programs of a transitional nature are de- 
signed to simulate as closely as practicable 
real-life situations which the patient will 
encounter outside the hospital. These 
situations involve work, social relation- 
ships, and community activities. Another 
aspect of the patient’s life outside the hos- 
pital is his own responsibility for main- 
taining prescribed medication schedules, 
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whereas in the hospital this is the responsi- 
bility of the nursing service. 

Three important factors to be consid- 
ered in setting up a transitional program 
are: objectives, incentives, and implemen- 
tation. Some of the special programs at 
Brockton VA Hospital will now be de- 
scribed to illustrate these considerations. 

The Member-Employee Program (1, 2 
was originally a domiciliary program 
adapted for the NP hospital by Dr. Peter 
A. Peffer in 1952 at the Perry Point VA 
Hospital. One of the objectives of this 
program is to prepare certain selected 
patients for the community vocationally so 
that they will be productive and self-sup- 
porting. A number of Member-Employee 
positions are established in the hospital. 
These positions are set up in accordance 
with Civil Service job descriptions and job 
specification requirements. The Member- 
Employees work a full eight-hour day 
under the supervision of a regular em- 
ployee. Although their pay is only one- 
third of the regular pay for the job, they 
are supplied with housing in their own 
quarters, not on hospital wards, meals 
which they eat in the personnel dining 
room, and medical care, including medi- 
cation. These fringe benefits probably 
more than compensate for the two-thirds 
pay they do not receive. A counseling 
psychologist is in charge of the program 
and is responsible for carrying out the 
recommendations of the Medical Rehabili- 
tation Board, which approves the patient’s 
admittance to the program. Patients are 
presented to the Medical Rehabilitation 
Board by their own treatment teams. On 
the basis of the medical and psychiatric 
history, social service report, psychological 
testing, vocational counseling, and observa- 
tions of rehabilitation and nursing service 
‘ personnel, the board make its decisions and 


recommendations. There is usually the 
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limitation of one year on the program, 
during which these objectives must be met. 
Every three months, the Member-Employee 
is brought before the board for interview 
and review of his progress. Member-Em- 
ployees are assigned to every aspect of hos- 
pital operation. They work in the laun- 
dry, on the grounds, in building main- 
tenance, in the offices, in nursing service 
as aides, etc. The counseling psychologist 
holds individual counseling sessions with 
each Member-Employee every two weeks 
and also conducts group sessions with them 
when they collect their pay every week. 
A social worker assigned to this program 
full-time meets regularly with each Mem- 
ber-Employee to discuss family relation- 
ships and prospective living arrangements. 
After the Medical Rehabilitation Board 
has decided that a Member-Employee has 
received maximum benefit from the pro- 


gram; the counseling psychologist assists him 
in obtaining a job, if this help is needed. 
One of the most valuable aspects of the 
program has turned out to be follow-up 
within the community of patients dis- 
charged and placed in jobs (3, 4). This is 
done for a period of six months or longer, 


if necessary. Contact with the employer 
as well as the ex-Member-Employee has 
averted many crises which would have re- 
sulted in rehospitalization. In four years, 
282 patients have been assigned to the 
Member-Employee Program, and 198 have 
been discharged. Of these, 40 had to be 
rehospitalized. However, 22 of the 40 are 
now back in the community. A cost analy- 
sis of the program in 1957 indicates savings 
of over $600,000 to the government. To 
date, these savings would probably amount 
to well over one million dollars at Brock- 
ton alone. To this may be added savings 
achieved at 37 other Veterans Administra- 
tion hospitals which have adopted this 
program. 





A second transitional program, for long- 
term chronic patients who have no families 
or homes to return to and who are not 
considered prospects for vocational re- 
habilitation, is the Foster Home Cottage 
(5). This program is administered by the 
Social Work Service. The cottage is a 10- 
bedroom building in which each patient 
has his own room, closet, and bureau and 
is responsible for his own housekeeping. 
The two main meals are brought over from 
the hospital kitchen and are served in a 
combination dining-living room. There is 
a small kitchen in the cottage in which 
breakfast is prepared and which is used 
for snacks at night. Patients shop in the 
nearby markets for food for thése snacks. 
With the help of a female nursing as- 
sistant acting as “house mother”, the em- 
phasis here is on resocialization, habit 
training with regard to eating and groom- 
ing, and de-institutionalization. When the 
patient is considered ready, he is taken on 
visits to foster homes where ex-patients are 
living. He probably knows some of these 
patients, talks to them and to the foster 
mothers, and has a chance to see for him- 
self the advantages of this kind of living 
over institutional living. Eventually, he 
asks to be placed in a home himself. Group 
meetings are held weekly with the social 
worker in charge of the program to discuss 
problems concerned with the cottage itself 
and to deal with hospital-separation 
anxiety or anything else they want to bring 
up. Group parties, picnics, and trips to 
points of interest are arranged in co-opera- 
tion with hospital volunteers. A hobby 
shop adjoins the cottage, and extensive 
gardening is done by the patients on the 
grounds. Courses are given in simple food 
preparation by dietitians, personal hygiene 
by nurses, and elementary home repair by 
engineering personnel. In a period of 
three years, 40 patients have been dis- 
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charged to the community. Only three of 
these have been readmitted for psychiatric 
reasons. These results become more im- 
pressive when the patient’s average age of 
sixty years and average length of hospitali- 
zation, 15-20 years, are taken into account. 
It may be added that the hospital-wide 
Foster Home Program has placed a total 
of 250 patients in the last four years with a 
readmission rate under 10 per cent, con- 
siderably lower than the hospital average 
for patients not in this program (6). 

A third type of program, also initiated 
by Dr. Peffer at the Perry Point Hospital, 
is the Ceramics Project (7). The objective 
of this program is to motivate ‘regressed 
apathetic patients to engage in some pro- 
ductive activity at a sub-vocational level, 
particularly when other activity programs 
have not been able to achieve this. The 
financial means for this program were sup- 
plied by a subcommittee of the Veterans 
Administration Volunteer Service. Con- 
tributions were obtained from the veterans’ 
organizations and all funds, purchase of 
supplies, sale of products, and the nominal 
pay for patients participating, is handled 
by this subcommittee. The project con- 
sists of a co-operative group activity in 
which no single patient makes a complete 
product. Interaction is promoted by di- 
viding production into phases with groups 
of patients working on each phase under 
the direction of an occupational therapist. 
In the process of working next to each 
other, handing tools and materials to each 
other, taking coffee breaks, etc., the pa- 
tients inevitably learn that relating to 
others involves some satisfactions as well 
as anxiety. Finally, the finished product 
and the comments of visitors about the 
ceramic goods give these patients much- 
needed feelings of achievement and self- 
esteem. The token wages, graded accord- 
ing to the level of work performed, pro- 
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vide an added incentive. In 1957, 74 
patients were assigned to this project; 15 
were discharged from the hospital; 19 were 
promoted to higher level industrial therapy 
assignments; 28 remained in the program, 
showing some improvement, and 12 were 
discontinued because of physical illness or 
lack of improvement. 

The Patient Government Program (8) 
which is conducted on most of our hospital 
wards has a primary objective of giving the 
patients an opportunity to communicate 
their group opinions, wishes, and needs to 
management. It provides a type of ex- 
perience similar to that of a member in any 
civic organization. The patients elect their 
own ward officers and representatives to a 
central council. Ward meetings are held 
weekly with the team clinical psychologist 
present as adviser and resource person. 
Council meetings are held every other 
week. Frequently, delegations are in- 
structed to meet with the manager, di- 
rector of professional services, or chiefs 
of services to make requests or obtain in- 
formation. They are always received with 
respect and courtesy by these officials. Pa- 
tients form their own committees to take 
care of ward housekeeping, to welcome and 
orient new patients, to organize recrea- 
tional activities, and to contribute their 
services to the hospital and the community. 
They have made toys for children’s insti- 
tutions; they push wheelchair patients to 
church and to the theater; they have con- 
tributed money to the local child guidance 
clinic; and they have looked into ways in 
which patients can be helped after dis- 
charge through such organizations as Re- 
covery Incorporated. Many patients derive 
individual benefit from their work as pa- 
tient government officers and committee 
delegation members in the form of in- 
creased self-assurance and ability to express 
themselves more effectively. 
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There are a number of patients for whom 
it is essential to continue on maintenance 
dosage of the ataractic drugs in order to 
keep their psychotic symptomatology under 
control. Without supervision, some of 
these patients neglect their medication. 
This has proved to be an important factor 
in a high proportion of our rehospitaliza- 
tions. In selected cases, follow-up visits to 
the hospital are scheduled for up to one 
year after the patient has been discharged. 
During these periodic visits, the patient 
is seen by his team psychiatrist who checks 
on his clinical condition and his adher- 
ence to prescribed medication (9). At the 
same time, the patient has an opportunity 
to discuss with the psychiatrist, social 
worker, vocational counseling psychologist, 
or clinical psychologist, who are familiar 
with his case, any problems or difficulties 
he may be having in his post-hospital ad- 
justment. For some patients, supportive 
psychotherapy is continued for a limited 
period before termination or referral to an 
outside therapist is accomplished. The 
patient thus receives needed support at the 
critical period when he is attempting to 
adjust to major changes in his environ- 
ment. In these ways, the outpatient fol- 
low-up program has helped to anticipate 
and prevent relapse. 

In summary, it is felt that the success of 
a transitional program depends upon: defi- 
nite objectives for what the program is sup- 
posed to achieve for specific types of patients 
in terms of their post-hospital living; well- 
planned means for implementing the pro- 
gram, and inherent incentives for the pa- 
tients to participate in something that is 
meaningful to them. 
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Some effects of stealing 
in a college dormitory 


The purpose of this paper is to explore the 
ways in which continued stealing in a dor- 
mitory of a girls’ college brought about 
reactions of fear and unreasonable argu- 
mentativeness in a group of students who 
served on the dormitory government. Ulti- 
mately, this led the house council to set 
aside student self-government in favor of 
authoritarian and punitive methods. These 
methods were opposed by the administra- 
tion and misunderstood by the dormitory 
students themselves who became increas- 
ingly critical and suspicious of each other 
and of the administration. After some 
months of unsuccessful efforts to stop the 
stealing and to ease the tension in the dor- 
mitory, the administration decided to han- 
dle the situation by appointing a psychiatric 
consultant to the college. Working with 
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the members of the house council, the psy- 
chiatrist helped to re-establish harmony 
among them. This resulted in a different 
and more reasonable attitude toward steal- 
ing. But, more than this, it set new goals 
for student government which were more 
compatible with the expectations of the 
students themselves and which fitted in 
with the aims and wishes of the administra- 
tion. 

The college in which the above events 
occurred requires courses in developmental 
and social psychology. These courses are 
designed to help the students understand 
themselves and the behavior of children 
in classrooms and to help them become 
aware of some of the causes of deviant be- 
havior. A therapeutic or clinical attitude 
toward their pupils rather than a conven- 
tionally punitive one is, therefore, not 
foreign to them. Most of these students 
come from middle-class backgrounds. They 
live in dormitories housing 50 to 100 girls 





who are supervised by housemothers and 
by student house councils. The college ad- 
ministration was liberal in its attitude to- 
ward student government and encouraged 
freedom and autonomy in the conduct of 
student affairs. As a result of this, the goals 
and privileges of the campus government 
(including the student council, the officers 
of the student body, and the individual 
class officers) were clearly defined, but the 
function of the house council was vague 
and uncertain. 

In recent years, there had been sporadic 
thefts of money from dormitory rooms, 
particularly from the largest dormitory, 
comprising nearly 100 girls. In accordance 
with the ideas emphasized by the adminis- 
tration, the handling of this difficulty was 
left to the house council, which had, how- 
ever, no precedent to follow. Because of 
this, the council was reluctant to approach 
the problem and, instead, awaited adminis- 
trative action. As the stealing increased in 
frequency and magnitude, student dissatis- 
faction manifested itself by a defiance of 
existing rules, by obvious cliquishness, and 
by overt dissatisfaction with the college. 

In the year of this study, the dean and 
the president, separately and then jointly, 
met on several occasions with both the 
house council and the students of the dor- 
mitory. These efforts on the part of the 
administration to co-operate with the house 
government were resisted by the students, 
who demanded that the administration it- 
self assume responsibility for any action 
taken. The dormitory soon broke into 
cliques, each with its suspects. The girls’ 
attitude toward them was to catch them 
as soon as possible and then to punish them. 
The house council itself shared this attitude 
and was either unable or unwilling to think 
in any terms except those of prompt, severe 
disciplinary action against the unknown but 
suspected culprits. 
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Finally, at mid-years, a girl who had 
achieved a somewhat questionable reputa- 
tion, both socially and academically, was 
found by a member of the house council 
going through a bureau drawer in another 
girl’s room. The students in the council 
demanded immediate action, and the girl 
was brought before the officers, the council, 
the president, and the dean. The house 
council demanded expulsion, but the ad- 
ministration was unwilling to accede to this 
because of insufficient evidence. To this 
decision the house council reacted with out- 
spoken hostility, accusing the administra- 
tion both of procrastination and of favor- 
itism. Relations between the administra- 
tion and the council members became more 
and more strained, and further co-operation 
between them seemed impossible. It was 
at this point that the president decided to 
call in a psychiatric consultant—the author 
—to study the situation from his point of 
view and to make recommendations. 

In the first conference with the president, 
the consultant was told that the dormitory 
students were angry, defiant of rules, hostile 
toward the housemother, and were ready to 
persecute the suspected culprit. In addition 
to this, the house council had become more 
and more secretive and had lost contact with 
the girls themselves. It was this attitude 
that the president and the dean found them- 
selves unable to overcome. Furthermore, in 
the opinion of the administration, the be- 
havior of the girls and of the house council 
suggested that the disturbance in dormi- 
tory life did not result wholly from dissatis- 
faction over stealing. It was for these rea- 
sons that the administration decided to try 
a new approach. 

The psychiatrist’s first observation was 
that the role and authority of the house 
council was far from clear. This observa- 
tion corresponded to that of Freidson (3) 
who found in a sociological study of 600 
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colleges that the dormitory councils usually 
lacked tradition, had no defined point of 
view, were wanting in esprit, and occupied 
a position subordinate to the student gov- 
ernment. They were, therefore, inefficient. 
All of these qualities, in varying degrees, 
were present in the house council under 
study, and, consequently, the administra- 
tion could not rely upon the council to 
carry out its responsibilities. Because fur- 
ther contact between administration and 
students undoubtedly would repeat past 
failures and because the students’ open mis- 
trust and anger seemed to be growing, it 
appeared best for the consultant to work 
directly with the members of the house 
council without further contact with the 
administration. 

An initial meeting with the psychiatric 
consultant was arranged by the administra- 
tion, and the house council met with him 


in a lounge. The council itself was com- 
posed of 11 students: one freshman, two 
sophomores, four juniors, and four seniors, 
elected annually by the house. The officers 
and a few other upperclassmen had served 
before, and these members were the work- 


ing nucleus of the group. It met twice 
monthly in closed session. Liaison of the 
house council with the housemother, with 
the administration, or with the students in 
the dormitory was either lacking or inef- 
fectual. 

The psychiatrist opened the first meeting 
by stating that he had been asked by the 
president to evaluate the problem of steal- 
ing in the house. This fact was obviously of 
great interest to the council. Therefore, it 
seemed best to work with them. The group 
was then told by the psychiatrist that, in 
his experience, group feelings often become 
so strong that they interfere with solving 
a problem. He told them that he was not 
an expert on student government, but that 
he could be of help to them in working 
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out some of their feelings about their 
present situation. It was then agreed to 
have further meetings at which attendance 
would not be required and in which the 
matters discussed would be confidential. 

The immediate reaction to the plan out- 
lined by the psychiatrist was angry resist- 
ance to it and renewed hostility toward 
the girl whom the group believed to be 
guilty of stealing. In the face of defensive 
emotions, a group such as this one will 
often lose its identity; then, further work 
with it becomes impossible until the emo- 
tion has subsided. Both Berman(l) and 
Mann (7) have observed that the very rea- 
son for the existence of a group can be 
lost in the emotional reactions among its 
members or between the members and the 
leader. In the case of the group under in- 
vestigation here, these reactions were char- 
acterized by fear, anger, and a kind of un- 
reasonable, stubborn argumentativeness. 
What unity they exhibited was based rather 
on defensive hostility than on any common 
rational purpose. Under these circum- 
stances, the group could not picture the psy- 
chiatrist as a neutral or as one who could 
help them. He took great pains, however, 
to be consistently uncritical and to play the 
part of an observer rather than a partici- 
pant. 

During this meeting, the students gradu- 
ally gained some insight, which was best 
expressed by one of them who commented, 
“Isn’t the real trouble that we can no longer 
talk together?” But, of course, they soon 
returned to the theme of the “bad” student 
who was thought to be guilty of stealing. 
Even though they lacked evidence, they 
were convinced of her guilt and sure that 
she should be expelled from college. It 
became apparent that the students, led by 
the seniors—the class to which the suspect 
belonged—were basing their judgments on 
other factors which had little to do with 





stealing. They were united in their con- 
demnation of her for alleged promiscuity, 
for frequent lying, and for cheating on 
tests. They also criticized her for hood- 
winking her teachers and for “leading naive 
freshmen into her sphere of influence.” In 
the council’s opinion, the psychiatrist 
should have been spending his time with 
her rather than with them. But hostility 
toward this girl was tempered by certain 
extenuating facts about her background, 
and these aroused their sympathy, especially 
the fact that she was an adopted child. On 
the other hand, they believed that the dor- 
mitory students expected them to demand 
expulsion, and, if they did not, that they 
themselves would be condemned by the 
students. 

At the next meeting, the fear and anger 
which had been previously observed was 
directed more at the administration than 
at the suspected girl. The council seemed 
to feel that the administration had let them 
down, and that nothing was going to be 
done to support them in their stand. Fur- 
thermore, the group meetings themselves 
were looked upon as a means of delay and 
appeasement, and the council seemed to 
think of the psychiatrist as a person em- 
ployed by the administration to punish 
them by exposing them. 

During the next two meetings, more gen- 
eral and personal topics were discussed. 
The housemother was pictured as a well- 
mezning but inconsistent tyrant who was 
depriving them of their freedom by usurp- 
ing many of the duties of the house govern- 
ment. They were divided on how to deal 
with this housemother. Some girls believed 
in open defiance; others wanted to bring 
her into the group. In addition, the group 
discussed promiscuity, cheating, drinking, 
and “how far to go with boys.” In the first 
meeting, these subjects were connected with 
discussion of the “bad” girl, but at this 
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time these topics had begun to be discussed 
as individual concerns of the group mem- 
bers. 

As the psychiatrist became less of a 
threatening figure, the group began, tenta- 
tively at first, to discuss proper conduct in 
the college, specifically how far they should 
go with boys and how much they should 
drink. These concerns were obviously of 
great moment, and the psychiatrist was 
careful to include all members of the group 
in the discussion so that those contributing 
most to the discussion would not feel ex- 
posed or judged. In these discussions, the 
girls seemed to be experimenting with re- 
linquishing their previous defensive atti- 
tudes but were reluctant to do so until 
they trusted each other and were clearer 
about their relationship to the psychiatrist. 

The sixth meeting was preceded by an 
event which proved decisive in terms of 
group unity. In the course of the meeting, 
an episode was described by a member of 
the group about the behavior of a girl on 
a week end visit. This girl had blanket 
permission from her parents to go wherever 
she pleased on week ends, with the excep- 
tion of registering at a hotel. On the pre- 
ceding week end, she signed out for home. 
The vice-president of the council became 
suspicious, however, because of remarks 
dropped by friends, and asked her if her 
parents were going to be there. The student 
was evasive, and the member of the council 
made her suspicions known to the house- 
mother, who found that the girl planned 
to have a large mixed party at home in her | 
parents’ absence. This was reported to the 
dean of students who saw the girl, not 
with the’ idea of stopping her, but rather 
of helping her so that she might not place 
herself in a compromising position. This 
situation was then worked out satisfactorily 
between the girl and the dean. 

The reaction of the group to this was 
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divided. The younger members, particu- 
larly the sole freshman representative, felt 
strongly that the members of the council 
and the housemother had no right to be 
suspicious of this girl and that supervision 
of extracampus activities was not a function 
of house government. But the vice-president 
and several others felt just as strongly that 
it was the place of the house council to see 
that no girl, through indiscreet behavior, 
bring disgrace on the house. Most of the 
group agreed that the girl in question had 
not shown good judgment and that the 
dean had been of help. In other words, 
most members of the group were now de- 
fending a girl and the administration on 
grounds similar to those for which they 
had previously condemned another girl. 
Some unity in the group then appeared for 
the first time, but it remained precarious 
because there were still two opposed points 
of view. One element, led by the vice- 
president, insisted on punishment, whereas 
the other element, led by the president, 
was for tolerance and guidance. A cleavage 
therefore occurred, and the vice-president 
and her followers withdrew from the group 
meetings. This released the tension, and 
the remaining members were able to work 
together in relative harmony. But the key 
problem that remained for the council to 
solve was the division of authority between 
them and the housemother. To assume the 
major share of responsibility, they would 
have to act with independence and decisive- 
ness toward realistic goals. 

In the next meeting, they were ready 
for this and turned to the psychiatrist, ask- 
ing how they could behave as he had be- 
haved toward them. They wished to meet 
with the students in small groups to take 
them into their confidence and to exchange 
ideas with them about house government. 
They decided that each member of the 
council would meet in an informal weekly 
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session with the 15 to 18 students occupying 
a dormitory corridor. The psychiatrist felt 
that he could then be of most use—in ac- 
cord with his original formulation of goals 
—by supporting them in the difficulties 
they expected to encounter in these meet- 
ings. Some students in the house council 
were prepared to meet hostility and con- 
demnation for their lack of success; other 
students were concerned about the house- 
mother. At the end of this discussion, the 
psychiatrist suggested that the fears ex- 
pressed by the council members revealed 
more about their own personal difficulties 
than about what was going on in the dor- 
mitory. The group accepted this with evi- 
dent relief. 

At the next meeting, most of the group 
said they had been surprised by the un- 
critical attitude of the students at the cor- 
ridor meetings and at the absence of concern 
about stealing. Attendance at the meeting 
had been good, and the students had 
thought the meetings were a good idea and 
were willing to continue them. The mem- 
bers of the house council were concerned 
about the lack of real understanding of 
the goals of house government by the dor- 
mitory students. The group decided that 


- future meetings with the students would be 


structured around discussions of the present 
constitution of the house council. The pur- 
pose of the student leader would be to 
stimulate discussion so that ideas obtained 
from these meetings could be included in 
an eventual revision of the constitution. 
They hoped that these meetings would lead 
to a clearer, delineation of house council 
responsibilities in the affairs of the house. 
They further hoped that a new constitution, 
drawn up at the wishes of the house, would 
help eliminate the housemother’s previous 
interference in house affairs. Naturally, the 
efficacy of this approach depended entirely 
on the student leader’s skill at putting the 





students at ease and inducing them to talk 
freely in an unstructured way. The psy- 
chiatrist had the impression that, for the 
most part, the corridor meetings were more 
structured than not but that they did ful- 
fill the important purpose of stimulating 
student interest in house government. 

During all the meetings, the council 
members had continued to be angry at the 
housemother who, to them, seemed to be 
obstructing their plans. In early meetings, 
they talked of how impossible she was and 
for this reason, any plans to deal with her 
reasonably would fail. After the group 
split, the remaining students began -to dis- 
cuss ways of including the housemother in 
their plans without surrendering any of 
their own autonomy. They feared that she 
would dominate any meeting to which she 
was asked and that, as a result, they would 
not be able to put across their own plans. 
At this time, the psychiatrist suggested that 
it might be wise for the officers of the coun- 
cil to plan a meeting with both the house- 
mother and the dean to explain their plans. 
He carefully explained that the dean would 
support them in what they were doing and 
that the housemother would not interfere 
if she understood that the administration 
was in favor of the plans of the house coun- 
cil. This meeting was resumed with the 
house council, the dean, and the house- 
mother all present. At this time it seemed 
obvious that the group had abandoned 
their previous defensive rigidity in favor of 
a more flexible and workable idea of stu- 
dent government. This permitted them to 
see fellow students and the administration 
in less critical terms, and they were free 
to ,begin relating to them as a governing 
body with definitive goals. As this occurred, 
their need for the support of the psychi- 
atrist decreased, and, by mutual consent, 
the meetings ended after a total of ten 90- 
minute sessions. 
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DISCUSSIONS AND THEORETICAL 
CONSIDERATIONS 


Before contining with a specific considera- 
tion of the case itself, it may be helpful 
to make some general comments from a 
psychodynamic point of view about possi- 
ble limitations of student government 
groups in the college community. Because 
of the needs of late adolescence groups with 
divergent goals, conflicting ideologies and 
varied social composition assume impor- 
tance in the college community. Many of 
these groups have little social impact; 
others contain interest and significance for 
the whole student body. Student govern- 
ment is usually among the foremost in its 
widespread campus significance. Further- 
more, student government is unique in that 
the maturity of its participants reflects the 
social maturity of the students as a whole. 
But, no matter how effective these student 
leaders seem in their activities and no 
matter how high the standards of the 
students may appear, it can be assumed 
that the social standards of students are 
still partially organized around the rather 
primitive concepts of right and wrong 
characteristic of childhood and early ado- 
lescence. Consequently, under difficult 
conditions, the performance of college gov- 
ernment groups can easily be marred by 
punitive impetuosity or ineffectual apathy 
unless established precedents or effective 
faculty assistance aids student leaders in 
administering their peers with responsi- 
bility and tolerance. In addition, and this 
is perhaps the most pertinent factor for 
the purposes of this paper, participation 
in student government is an intense group 
experience, and the end value of any group 
experience is dependent upon the early 
development of mutual trust and common 
goals among members. In a student gov- 
ernment group, as contrasted with a thera- 
peutic group, the development of this 
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trust not only relies upon the ease with 
which members accept each other but is 
also contingent upon the ease with which 
the members themselves accept the authori- 
tative role of a government member. If 
the development of this mutual trust be- 
comes obstructed by reactions of fear and 
defensiveness in the group from either the 
reaction of the members to each other or 
from community apathy or opposition, the 
experience itself becomes a mere repetition 
of past conflict and not progress in civil 
education. 

The case discussion which begins this 
paper makes it clear that student responsi- 
bility in the management of dormitory 
affairs had not been previously developed 
and that recent efforts to initiate student 
interest in self-government had come pri- 
marily from the administration and not 
The atti- 
tude of the administration contrasted 
sharply with that of the housemother, who 
believed that direct administrative action 
of a punitive nature was necessary to put 
an end to the stealing. Thus, the house 
council was caught between two methods 
of dealing with stealing. Through their 
behavior, they had begun to show the ad- 
ministration that they were in no way 
ready to assume full responsibility for the 
management of their own affairs. But 
they were unable to turn to the house- 
mother because she seemed to be trying 
to usurp their freedom. As a result of these 
conflicting attitudes, they were unable to 
follow with consistency either the approach 
of the administration or that of the house- 
mother. Instead, they showed their resent- 
ment by becoming more indecisive and se- 
cretive in their actions. 

In the meetings with the psychiatrist, 
the students showed that they had long 
felt pressure from both the dormitory stu- 
dents and the administration to put an end 
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from the students themselves. 


to the stealing. As the stealing increased 
in frequency and magnitude, the council 
members saw themselves as more and more 
ineffectual and became convinced that they 
had lost the respect, trust, and confidence 
of the students, the administration, and 
the housemother. They were also certain 
that unless effective action was taken by 
them, abandonment of student house gov- 
ernment in favor of the more autocratic 
methods of the housemother would follow. 
In an effort to prevent this and to regain 
their previous stature, they tried to settle 
the problem by furnishing the house with 
a “culprit.” It is pertinent to the aims of 
this paper to consider why the particular 
culprit chosen was chosen and to formulate 
a psychodynamic explanation of why this 
method was selected by the group. 

Each individual has unconscious mecha- 
nisms of a primitive, magical nature for 
dealing with anticipated loss of esteem and 
love. Fenichel (2) has observed that some 
do this by the act of stealing. It is equally 
clear that others deal with this by promis- 
cuous sexual activity, by grandiose lying, 
or by becoming admired for nonconformity 
or open rebellion. Most people, however, 
restrict these mechanisms to fantasy, but 
in every community there are those indi- 
viduals who “act out” what, in most, re- 
mains fantasy. Such an “acting-out” stu- 
dent was the culprit picked by the house 
council for punishment. 

By previously being suspected of lying, 
cheating, and promiscuous sexual activity, 
this girl made herself unpopular as a 
“bad” girl in the community. This be- 
havior indicated that she had serious dif- 
ficulties in gaining love, affection, and 
esteem from those around her. The mem- 
bers of the house council felt themselves 
to be in the same position as this girl and 
feared punishment for their ineffectualness. 
In order to deny these feelings of ineffec- 





tualness and to forestall the punishment of 
further loss of respect and esteem, the 
group tried to furnish the house with a 
student they could punish. 

This defensive maneuver is somewhat 
similar to that observed by Perry (8) who 
found that when.a group of undergraduate 
students are confronted with an ethical 
problem, the earliest defense is the formu- 
lation of a moralistic impasse. It is also 
similar to Kotkov’s(6) observation that, 
initially, members in a therapeutic group 
channel their own concerns onto a “scape- 
goat.” It differs, however, from both of 
these in that feelings of resentment over 
loss of esteem and love were projected out 
of the group onto a girl who had “acted 
out” these feelings in the past and with 
whom, as a result, the girls could identify. 
By then punishing her in the way that they 
themselves feared punishment, the group 
was utilizing the defense of identification 
with the aggressor, described by Anna 
Freud (4). For the group work with the 
psychiatrist to be of benefit, the members 
of the group had to become aware of their 
own feelings of loss of esteem and then 
work through them with each other and 
with the psychiatrist. To begin this, the 
group was asked in the second meeting, 
“Why should you produce a culprit? Has 
this been a function of the house council?” 
The group was at first startled, then some- 
what sheepish, but some members soon an- 
swered that “it was expected” of them. 

In the first three meetings, the students 
saw the psychiatrist as a prototype of the 
administration, i.e., a stern, critical, dis- 
tant father. But the psychiatrist was care- 
ful to refrain from criticism and accepted 
the group’s criticisms with equanimity. As 
a result, they soon began to look upon 
him as an uncritical and neutral partici- 
pant in the meetings, and individual mem- 
bers began to open up about their own 
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personal concerns. They discussed the 
questions of: how far to go with boys; how 
“free” to be in social behavior; and how 
independent it was safe to be. They had 
a great deal of difficulty in “drawing the 
line” as to what represented an excess in 
these areas, but were united in the belief 
that a student who went “too far” should 
come to the attention of the house coun- 
cil. Thus, for the first time, they showed 
a positive interest in assuming responsibil- 
ity for dealing with student conduct. But 
the group was divided on how the student 
should be handled. A few members be- 
lieved in close supervision of students, 
formation of definite rules of conduct, and 
the establishment of methods of punish. 
ment for infractions of these rules. The 
majority, on the other hand, supported the 
idea of a more flexible code, which would 
permit the student to use her discretion. 
If she seemed to be setting a bad example 
for the dormitory, the house council would 
discuss this with her and then take appro- 
priate steps. Thus, two opposing groups 
had emerged, and the members were now 
concerned with the relations of members 
to each other. 

Although the previous defensive hostility 
of the group had been worked through, 
group unity was precarious because of the 
presence of an opposing faction within the 
group. This faction, led by the vice-presi- 
dent, supported the more classically puni- 
tive methods similar to those urged by 
the housemother, whereas the majority of 
the group, led by the president, now ad- 
vocated more liberal measures which rep- 
resented the emphasis of the administra- 
tion. It became obvious to the psychiatrist 
that competition for leadership between 
the president and vice-president had been 
present for some time and had prevented 
the formation of a basic group unity: This 
disruptive potential had become obscured 
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by the reaction to stealing, which had 
bound the group together in common de- 
fense. When the vice-president and her 
followers initiated in the house, then sup- 
ported in the group, the action taken by 
the housemother with regard to the girl 
who was suspected of planning an unchap- 
eroned week-end party, the majority of the 
group became openly critical of them. With 
less pressing external circumstances and 
with effective student leadership, such a 
split might have been worked through, 
but the psychiatrist felt that to support the 
vice-president and her followers meant 
further delay in the resolution of an aeute 
problem within the dormitory, and he 
therefore refrained from intervention. The 
vice-president and her followers were un- 
able to handle the criticism without help, 
and they withdrew from the meetings. 

The group was then composed of mem- 
bers who would allow the formation of 
group cohesiveness based on common goals 
and ideals. But they still appeared indeci- 
sive about future plans. This was due to 
many factors, among which the following 
were of most importance: previous group 
ties had been disrupted; there was no effec- 
tive student leadership; the group still 
feared student opposition and criticism; and 
there was no precedent to guide them in 
making plans. 

In short, the members of the group 
seemed to be at another impasse from 
which they could either continue to 
progress or from which they could 
regress back into defensive hostility. They 
chose to progress and broke the impasse 
spontaneously by agreeing to meet with the 
students in small groups to discuss future 
plans. In addition, they asked the psy- 
chiatrist to help them behave toward the 
students as he had behaved toward them. 
This behavior can be clearly recognized as 
the defense of identification. This coin- 
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cides with the original observation of 
Freud (5) who noted in Group Psychology 
and the Analysis of the Ego that if previ- 
ous libidinal ties of a group are broken, 
the group substitutes identification with 
the leader as a principal means of main- 
taining positive ties with other members 
of the group. Identification with a strong 
adult is one of the principal and more 
healthy defenses of adolescence, and, in this 
instance, replaced the more primitive de- 
fenses mentioned previously. The psy- 
chiatrist, therefore, supported this and di- 
rectly intervened with suggestions of how 
the students could conduct the meetings 
and obtain results similar to his. This 
identification with the psychiatrist then 
allowed the council members to see the 
students and administration as less critical, 
and they were free to begin relating to the 
dormitory students as student leaders. The 
psychiatrist refrained, however, from any 
intervention in the plans for the actual 
mechanics of government, as this would 
have delayed the students in taking full 
responsibility for the management of dor- 
mitory affairs. As the students became 
more interested in their own plans and as 
student leaders appeared, interest in the 
meetings with the psychiatrist waned and 
were soon stopped by mutual consent. 
When the meetings ended, the group 
had made significant progress in the dormi- 
tory.. The dormitory students were more 
aware of the need for an active, autonomous 
dormitory government and showed more in- 
terest in this. Communication between the 
council members and the dormitory stu- 
dents, the administration, and the house- 
mother had been vastly improved, and 
permanent arrangements to continue this 
had been adopted. A more flexible and 
workable constitution was being composed, 
and, as a result, the importance of the dor- 
mitory council in relation to the campus 





student council had been augmented. Less 
progress, however, was made in relation to 
the group itself. Defensiveness and suspi- 
cion between the two cliques remained un- 
settled. It must be remembered that iden- 
tification is helpful as an individual defense, 
but when used by a group, it still only 
provides a defensive basis for group unity, 
and in no way is it comparable in effective- 
ness to the development of mature member- 
to-member insight. Although the group was 
now able to work together in the presence 
of the leader, intragroup difficulties re- 
mained prominent at the open meetings, to 
which the dormitory students were invited. 
The dormitory students became aware of 
this and reacted by electing an entirely new 
council in the spring election. The new 


council was composed of girls who would 
continue to work for more student respon- 
sibility in managing dormitory affairs but 
who would proceed with this in a more re- 


laxed and comfortable manner. The future 
president, in particular, was considered a 
girl of great ability. The dormitory was 
much less tense toward the end of the year, 
and the exodus of a psychotic freshman who 
was guilty of stealing caused little comment. 


SUMMARY 


In closing, this case report indicates that 
one of the more valuable contributions a 
psychiatrist practicing in the college com- 
munity can make is to furnish help, when 
indicated, to student government groups 
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whose goals have become obscured. Un- 
fortunately, the indications for psycho- 
therapeutic intervention in a preformed, 
functional group are not always clear, but, 
if the solutions of student government ap- 
pear to be consistently moralistic, inflexi- 
ble, and emotionally overdetermined, 
evaluation by a therapist experienced in 
the application of dynamic group concepts 
can be valuable in a milieu where such an 
approach is not obstructed by faculty 
resistance. 


REFERENCES 


1. Berman, L., “A Group Psychotherapeutic Tech- 
nique for Training in Clinical Psychology,” Ameri- 
can Journal of Orthopsychiatry, 23(April 1958), 
322-27. 

2. Feniche¢l, O., Psychoanalytic Theory of Neurosis 
(New York: Norton Publishing Co., 1945). 

3. Freidson, E., Student Government, Student 
Leaders, and the American College (Philadelphia: 
United States National Student Association, 1955). 
4. Freud, A., The Ego and Mechanisms of Defense 
(New York: International Universities Press, 1946). 


5. Freud, S., Group Psychology and the Analysis 
of the Ego (London: Hogarth Press, 1921). 

6. Kotkov, B., “Common Forms of Resistance in 
Group Psychotherapy,” Psychoanalytic Review, 
44(January 1957), 88-96. 

7. Mann, J., “Group Therapy with Adults,” Ameri- 
can Journal of Orthopsychiatry, 23(April 1953), 
332-37. 

8. Perry, W. G., “The Human Relations Course in 
the Curriculum of Liberal Arts,” Journal of General 
Education 9(October 1955), 3-10. 





Book Reviews 





THE NEGRO PERSONALITY 
By Bertram P. Karon 


New York, Springer Publishing Co., Inc., 1958, 
184 pp. 


This book represents a very good effort at 
describing and formulating what the au- 
thor has chosen to refer to as “The Negro 
Personality.” Rather, it might be called 
“The Hurdles of the Negro in American 
Culture.” 

It starts out rightly enough in a story 
form, but this style is soon departed from, 
with no reason for this sudden change. 
In the arrangement of the chapters in the 
book, it would have been more rational to 
place Chapter III before Chapter IX. It 
would then show, as a result of the pre- 
senting data, how this material affects the 
Negro psychology and thus produces cer- 
tain personality characteristics. There is 
a tendency to repeat some of the material, 
as seen in Chapters II and III. Statistical 
data would have been more effective than 
mere repetition of statements of the sanc- 
tions, class structure on which caste is built, 
political disfranchisement, poor education 
training, a denial of educational oppor- 
tunities, and all the abuses that the Ne- 
groes are heir to in this culture. 

But a closer analysis and evaluation is 
also imperative. Many statements are only 
partially true, and many could be applied 
to any minority, while others could be 
applied more to the Negro than to any 
other group. 

Examples of this may be seen in the 
following: 


1. “In United States, Negroes are allowed 
to marry only Negroes.” Rather, it 
should be said that “Negroes are not 
allowed to marry whites in many 
states.” 


2. “The Negro parents are often so over- 
worked that they have little time to 
show affection for their children.” 
This is almost a universal pattern in 
the post World War II era in the 
United States. The rich also hire gov- 
ernesses to take care of their children, 
and there, too, the same problem of 
affection exists. 


This data is however exceedingly well- 
documented, probably as_ well-presented 
as by Gunnar Myrdal. An important 
factor in this whole episode—namely, the 
sexual factor—is given only minimal con- 
sideration. Scientific data has proved that 
very minimal or insignificant crossing be- 
tween the Negro male and white female 
has resulted through the years) while the 
converse is the regular pattern—hence, the 
variety of color in the Negro race. The 
psychological implication of this factor has 
too often been overlooked. 

The Rorschach interpretation of the 
Negro as given by Goldfarb is a myth. 
The American Indian, in offering physi- 
cal resistance, was practically exterminated 
by the whites. The Negro had to find a 
different type of resistance in order to 
continue to multiply and grow in spite of 
every sadistic effort to destroy him in some 
areas. If his description be true of the suf- 
ferer, it would be equally interesting to 
know what the Rorschach would be of 
those who imposed the suffering. 

Finally, the result of the tests used in 
this study are of doubtful value and, in- 
deed, very hard to gauge and, thus, incon- 
clusive. 

The attempt of most writers to discuss 
the Negro and, thus, his personality 
make-up has so far not been very success- 
ful, as all start from slavery. To under- 
stand the Negro, it is necessary to know 





something of the history of the Gold Coast 
area and Nigeria from which the Negroes 
were brought. A Toussaint, a King 
Christophe, a Sonni Ali-Kolen, or an Askia 
the Great do not come from a noncivilized 
group. It is necessary to see not 300 years 
of slavery but the many hundred years 
before this when these areas boasted of the 
Mellestine and Songhay empires, and many 
smaller ones, and the effects of Moham- 
medan culture and slave practices on these 
areas. It is noted by historians that this 
area kept pace with Europe up to the sev- 
enteenth and part of the eighteenth cen- 
turies until gunpowder overcame armies, 
with camels and elephants in the attack. 

Lady Lugard, in A Tropical Depend- 
ency, wrote of the whites in the nine- 
teenth century in Africa: “. ... we gen- 
erally see them [the Negroes] as crafty and 
treacherous people, but it may well be said 
the Europeans have not dealt with them 
honestly, as become Christians . . . they 
have stolen the abundance of the people 
from time to time.” 

When a group has been skinned, fleeced, 
and flung down—either in his homeland 
or as a transported slave—regardless of 
race, what sort of personality would he 
evolve from such an exposure? What does 
it also do to the ones who impose this 
form of life? How does the Negro move 
forward in spite of this? How old is the 
Negro race so that it is able to handle this 
role assigned to it at present by history? 

The point of view as expressed by Over- 
sey and Kardiner is as wise as it is ger- 
mane: “It would be a mistake to think of 
a group like the American Negro as hav- 
ing, as a result of the caste sanctions, a 
single ‘basic’ personality.” 

The book, if it does no other good, helps 
to keep before the public eye the sickness 
in this society and of the hurdles the Ne- 
groes are forced to overcome in order to 
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survive—E. Y. WiLuiaAMs, M.D., Howard 
University, Washington, D. C. 


DIFFERENTIAL TREATMENT AND 
PROGNOSIS IN SCHIZOPHRENIA 


By Robert R. Wirt and Werner Simon 
Springfield, Ill., Charles C Thomas, 1959, 198 pp. 


The carefully performed task of Wirt and 
Simon and their collaborators is reviewed 
in their book, Differential Treatment and 
Prognosis in Schizophrenia. A multidisi- 
pline approach was used, including many 
methods of psychiatric, psychological, and 
social work investigation, as well as several 
methods of statistical analysis. A random 
allocation of 80 acute male schizophrenic 
patients never before treated was made 
into 4 groups of 20 each: (1) Chlorproma- 
zine, (2) Resperine, (3) Hospital Routine 
controls, and (4) Clinical Judgment group 
receiving what ever treatment or combi- 
nations of treatment were indicated by best 
psychiatric judgment. 

At the end of 30 days, the Psychiatric 
Improvement Scale revealed that the Clini- 
cal Judgment and Chlorpromazine groups 
were significantly improved over the 
Resperine and Hospital Routine groups. 
The Chlorpromazine and Clinical Judg- 
ment groups were not reliably different 
from each other, and the Resperine and 
Hospital Research groups were not sig- 
nificantly different from each other either. 
After the 30-day evaluation, all 80 patients 
were given the same varieties of psychiatric 
treatments until discharge from the hos- 
pital. At that time, according to the Im- 
provement Rating Scale, the Clinical Judg- 
ment group showed a highly significant 
improvement, while the routine adminis- 
tration of tranquilizing drugs to schizo- 
phrenic patients added little value beyond 
mere hospitalization. But chlorpromazine 
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was most valuable as an adjunctive aid, 
while the opposite was found to be the case 
with resperine. A year after discharge, the 
follow-up revealed the Clinical Judgment 
still to be the most effective beginning 
approach to treatment, with Chlorproma- 
zine next. Then came Hospital Routine, 
and, finally, the Resperine group. The 
record of the last was inferior to that which 
had no treatment beyond hospitalization 
for the first 30 days. 

The consensus of many observers using 
drugs in the therapeutic milieu of a thera- 
peutically oriented hospital reveals that 
both chlorpromazine and resperine are of 
value in the management of schizophrenia, 
even in the absence of an eclectic scope of 
the other available therapies. It is true 


that chlorpromazine might have been ex- 
pected to be more effective within a 30-day 
period because resperine is usually more 


slowly acting. But it is difficult to under- 
' stand how resperine can reduce the thera- 
peutic changes of a patient simply because 
it was administered for 30 days. The re- 
viewer does not have a satisfactory explana- 
tion for the discrepancies, and especially 
because he was impressed by the careful 
analysis which was manifestily honest, yet 
the attitude of the observers towards their 
patients and the rapport consequently de- 
veloped between the observers and their 
patients might be considered. A choice 
between two equivalent therapeutic pro- 
cedures would have afforded less oppor- 
tunity for attitudinal differences than that 
presented by pitting the best clinical judg- 
ment of the observers against choices 
rendered necessary because of experi- 
mental design. It is conceivable, too, that 
in the opinion of the staff, resperine was 
not highly regarded, even before the study 
began. 

Perhaps the Resperine group was heavily 
loaded with patients refractory to any kind 
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of therapy. The small number of 20 does 
not offer much safety against such pitfalls 
of randomization. It should be pointed 
out that there is a discrepancy in the 
evaluations made, at the end of 30 days, 
between the results of the Psychiatric Im- 
provement Scale, mentioned above, with 
those of the Behavior Rating Scale. The 
latter revealed that the Resperine group 
showed a reliable degree of improvement 
in behavioral symptomatology while the 
Hospital Routine group did not show a 
meaningful change.—Haro_p E. Himwicu, 
M.D., Galesburg State Research Hospital, 
Galesburg, Ill. 


COLLECTED PAPERS: THROUGH 
PAEDIATRICS TO PSYCHO- 
ANALYSIS 

By D. W. Winnicott, M.D. 

New York, Basic Books, Inc., 1958, 350 pp. 


This is not a definitive text, but rather a 
collection of papers published over a 
period of years in the life of an analyst 
who started out as a pediatrician. The 
title immediately-suggests usefulness to the 
pediatrician, but the message is really of- 
fered to practicing analysts. The pedia- 
trician will find little encouragement, in 
terms of being able to use Dr. Winnicott’s 
fundamentally sound psychoanalytic mes- 
sages. In the last chapter, “Pediatrics and 
Childhood Neurosis,” delivered at the 
Eighth International Congress of Pedia- 
trics in July, 1956, Dr. Winnicott frankly 
stresses the relative necessity of personal 
analysis if the pediatrician intends to do 
psychotherapy. From the strictly psychia- 
tric viewpoint, this is a reasonable idea, 
but the vast majority of pediatricians are 
necessarily engaged in their own levels of 
psychotherapy, although it is true that the 
pediatrician who has been analyzed and 





is, therefore, relatively free of his own 
infantile predispositions, will do better 
with parents and children, many with un- 
derlying psychotherapeutic “talent”: will 
find it difficult to understand Dr. Winni- 
cott’s messages. They will learn that they 
can indeed modify the child’s environment 
through changing attitudes in parents, or 
substitute parents, and through brief 
vacations and additional contacts and 
facilities. Direct help by psychotherapy 
must be left to the psychoanalytically 
trained psychiatrist. This is well ex- 
plained in the book, when Dr. Winnicott 
comments that “disliking it [psychoanaly- 
sis] is no argument against it . . . personal 
psychotherapy of children and adults” 
should be done by trained analysts. Never- 
theless, intuition, empathy, and “goodness” 
in the average pediatrician are perhaps 
given less weight than is deserved because 
they do not equate psychotherapy in the 
classical sense. 

There is an excellent approach to the 
fundamental family conflict arising out of 
the classical oedipal triangle. Pediatricians 
can indeed learn why this is the basis for 
intrapsychic growth, even though there 
will be large gaps in the explanations given 
by Dr. Winnicott. These gaps are hardly 
noticeable, of course, to the practicing child 
psychiatrist or analyst. The explanation 
of symptoms as “needs” is very comfortably 
and clearly given. There is a fascinating 
approach to the meaning and treatment of 
symptoms. The symptom is called “neces- 
sary,” and relief of it by prescription may 
intensify the disease process. Thus, enure- 
sis is a “need” in an immature or con- 
flicted child and should be understood and 
allowed to clear. The child should be 
treated anaclitically. There is a hint, too, 
in the explanation of symptoms as stand- 
ing for an unacceptable need: e.g., the 
eyes may “take in and excrete” in an 
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hallucinatory experience. Dr. Winnicott 
shows how symptoms which are “tolerated” 
will permit the illness to reach a “natural 
end.” In further emphasis on the impor- 
tance of good or “good enough” mother- 
ing, stealing and destructiveness are clearly 
shown to derive from “insufficient” moth- 
ering. In convincing detail, the point is 
made that the earliest anxiety of the in- 
fant relates to being insecurely held. 
Symptoms arise in the need for the mother 
who has not been sufficiently available. 
Thus, thumb sucking is for consolation 
rather than for pure pleasure. An inter- 
esting concept is set up to the effect that 
the mother hates the child first and that 
the child learns hate from her. She hates 
out of her prematernal residuals and par- 
ticularly in reaction to the anxiety which 
pervades the pregnancy and the early 
period of maternity. 

There is a noticeable lack of references 
to American child analysis. A good deal 
of importance is attached to Phyllis Green- 
acre’s writings, with some mention of 
Kanner and Bender. The English litera- 
ture is more extensively quoted, and Mela- 
nie Klein is given major credit for Dr. 
Winnicott’s philosophy. His __ practical 
approach to problems of unconscious 
nature is commendable and convincing. 
He is able, for example, to approach chil- 
dren in their home environment under 
conditions which are extremely unfavor- 
able, in terms of poor chances for sustained 
therapy. In such instances, he cuts through 
the understandable need for prolonged and 
intensive psychoanalysis and is able to ef- 
fect startling results, as through one or 
two visits to a child in his home or in a 
hospital. He is a man of courage and 
clarity and makes no attempt to apologize 
for viewpoints which are essentially his 
own, yet not in keeping with classical text- 
book concepts. 
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This offers an excellent source of refer- 
ence to child psychiatrists in private prac- 
tice and in work with delinquents.—OscaR 
B. Markey, M.D., Cleveland, Ohio. 


PRINCIPLES OF ADMINISTRATION 
APPLIED TO NURSING SERVICE 

By H. A. Goddard 

New York, Columbia University Press, 1958, 106 pp. 


This monograph has sections on: 1) the 
principles of administration, 2) the appli- 
cation of the principles, 3) the techniques 
of administration, and 4) a philosophy of 
administration. It has, also, seven annexes 
on: 1) the ward nursing plan, 2) the public 
health nursing plan, 3) sample job descrip- 
tion form, 4) sample job qualification ques- 


tionnaire, 5) sample job specification, 6) 


sample assessment scale for nursing per- 


sonnel, 7) sample graphic assessment scale 
for nursing personnel, and a select anno- 
tated bibliography. 

The list illustrates the breadth of ma- 
terial covered and the specific aides pro- 
vided for the inexperienced nurse admin- 
istrator who desires to improve her 
performance but cannot secure formal edu- 
cation and training for it. No doubt such 
an administrator would get much help 
from a thorough study of the book and 
an application of its suggestions. 

The author points out the need for 
further study. The annotated bibliogra- 
phy is helpful in this regard. 

To an experienced administrator the 
monograph is also interesting because it 
presents quite comprehensively, yet in clear 
and brief form, current knowledge for 
opinions about administration. Some 
points of special interest are: 1) the em- 
phasis on the close interrelationship be- 
tween policy development and adminis- 
tration and, hence, the necessity for active 
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participation of those concerned in ad- 
ministration in the policy-forming stages 
of a program (p. 12); 2) the importance of 
direct contact among all people engaged 
in a task, without necessarily having to go 
through the formal chain of authority (p. 
17); 3) the importance of using examples 
given in the book as illustrations of how 
principles may be applied and not “‘as pat- 
terns to be meticulously copied” (p. 22); 
4) the importance of good supervision both 
to the patient and the nurse (p. 36). 

The definition used for “staff relations” 
is “those which arise when an individual is 
acting as the representative of a superior.” 
The term “functional” is used in place of 
the term “staff” as it applies to the special- 
ist who assists the line officer but does not 
exercise line authority (p. 20). If this dis- 
tinction could be accepted more widely, 
it would do much to clear up confusion 
over the word “staff” as used in adminis- 
tration. 

Flexibility in an administrative plan and 
in its execution is mentioned in several 
places. However, this reviewer questions 
the possibility of flexible administration 
when it is based on the philosophy as out- 
lined in the section so entitled. For ex- 
ample, the emphasis on investigation— 
throughout the booklet—so that policy de- 
cisions can be based on fact and not 
opinion is commendable and of unques- 
tionable value in sound administration. 
But the statement of philosophy states that 
it is important “to base all decisions on 
verifiable facts (p. 84).” How, in dealing 
with human beings, can one always be sure 
of what is a fact? How can one ever verify 
all facts? How, in a pioneering situation, 
which still exists in developing health pro- 
grams in so many parts of the world, can 
we always wait until all the facts are in 
to start a program? How can an adminis- 
trator meet an emergency in a flexible way 





and yet insist that all facts be verified be- 
fore action is taken? Yet the last sentence 
in the section on philosophy reads: “Fi- 
nally, and perhaps most importantly, ad- 
ministration must be completely flexible, 
to meet the changing needs of the situa- 
tion” (p. 85). 

(The italics are this reviewer's.) 

The monograph is well-organized and 
clearly printed. Numbering the sections 
or chapters as well as separating them by 
a title would have helped in using the 
book as a reference and in discussing it. 

Taken as a whole, however, the mono- 
graph should be of wide interest and use- 
fulness in universities providing education 
in nursing administration, in institutes 
and other meetings, and as a tool for those 
already on the job——ANNA_ FILLMORE, 
Visiting Nurse Service of New York, New 
York, N. Y. 


THE PSYCHOANALYTIC STUDY OF 
THE CHILD, VOL. 13 
Edited by Ruth S. Eissler et al. 


New York, International Universities Press, 1958, 


573 pp. 


Because of the large number of articles in 
this volume, my review will have to be 
limited to those articles which apply more 
closely to work with children. The articles, 
in general, are of a high caliber and must 
be read thoroughly to appreciate their 
value. 

The first several papers are dedicated 
to the memory of Ernst Kris, who was one 
of the founders of “The Psychoanalytic 
Study of the Child” and made such im- 
portant contributions to psychoanalytic re- 
search—especially involving ego develop- 
ment and functions. Phyllis Greenacre’s 
paper on “The Family Romance of the 
Artist,” the paper by Loomie, Rosen and 
Stein on “The Gifted Adolescent Project,” 
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and the paper by Ritvo and Solnitz on 
“The Influences of Early Mother-Child In- 
teraction of Identification Processes” were 
all stimulated by Ernst Kris. 

Anna Freud’s article “Child Observation 
and Prediction of Development” is a me- 
morial lecture in honor of Ernst Kris. She 
credits him with instituting studies on di- 
rect observation of children’s behavior by 
child analysts, to supplement analytic 
studies. She refers to ihe difficulty of mak- 
ing predictions of childhood behavior be- 
cause of the labile, transitory nature of 
the displacements of instinctual energy in 
young children. She is pessimistic about 
the possibility of making predictions of 
how a child will react to traumatic situa- 
tions since this depends to such an extent 
on the child’s make-up, early experiences, 
and relationship to his parents. 

Heinz Hartmann’s paper “Comments on 
the Scientific Aspects of Psychoanalysis” is 
a scholarly presentation of a controversial 
subject. He makes a plea for continued 
attempts to apply, as much as possible, 
research methods that may help to estab- 
lish the validity of psychoanalytic theory. 

Kurt Eissler, in his paper “Techniques 
in the Treatment of Adolescents,” at- 
tributes the difficulty of working with de- 
linquent adolescents to their lack of moti- 
vation for therapy. This is a result of 
a structural defect in the ego and super- 
ego. He does not believe we have enough 
data upon which to decide the wisdom 
of complete analysis of youngsters during 
adolescence. He rests his own decision 
on the capacity of the adolescent to accept 
such therapy without being thrown into 
deeper conflict. He believes that classical 
analysis can undo the damage of inhibition 
or neurotic symptoms that have resulted 
from too much restraint against the in- 
stincts. He feels also that it can help to 
close the gaps in superego lacunae of the 
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delinquent and can instigate a conflict 
between the ego and perverted sexual 
impulses, with the result that heterosexu- 
ality is encouraged. 

He describes two phases in the treatment 
of schizophrenic adolescents. In the acute 
phase, when the world is a hostile, friend- 
less place, the adolescent can be won back 
by an attitude of trust, warmth, and the 
absence of aggressive efforts at therapy. 
In the later stages, he can respond more 
or less like other patients in therapy. 
Special emphasis must be placed on locat- 
ing the external sources of stress and 
danger. He cautions against analyzing re- 
sistances of psychotic adolescents. 

Anna Freud also has a paper on “Ado- 
lescence.” She feels, in general, that 


adolescents do not do well in classical 
analysis because of their preference for 
acting out, as opposed to verbalization, and 


because they have too little libido avail- 
able for transfer to the analyst. The 
adolescent, in his struggle to emancipate 
from parental ties, seeks libidinal objects 
as different as possible from his parents. 
The analyst is too likely to stir up his 
relationship with his own parents. In gen- 
eral, adolescence is a period of interrup- 
tion of peaceful growth and of disharmony 
within the psychic structure. The defenses 
of the ego against the id represent healthy 
efforts to restore harmony. His vagaries, 
inconsistencies, loves, and hates are a part 
of his normal development. He is looking 
for the emergence of adult personality 
structure, and it is often more important 
to work with parents to help them live 
with the adolescent. 

Leo Spiegel in “Comments on the Psy- 
chology of Adolescence” thinks of adoles- 
cence as the period for the assimilation 
of the genital sexual drives into the self. 
During early adolescence, homosexuality 
remains strong and later loses ground to 
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) 
heterosexuality. He feels that acting out 
by the adolescent is one of the major de- 
vices in the attempt to find new ideals. 

Elizabeth Geleerd’s paper, “Borderline 
States in Childhood and Adolescence,” em- 
phasizes the problem of the early relation- 
ship between the infant and mother. In 
satisfactory ego development, the young 
infant, she believes, becomes aware that 
relief from tension comes from the outside 
world. This is the normal, confident ex- 
pectation of rescue when relief is not forth- 
coming from the mother. The seriously 
disturbed child may be unable to tolerate 
denial when away from the mother. He is 
unable to maintain the mother as an ob- 
ject when slie is not present. 

David Beres has an interesting article 
on “Vicissitudes of Superego Functions and 
Superego Precursors in Childhood,” which 
helps to clarify a good deal of unclear 
thinking about the relationship between 
ego and superego development. He be- 
lieves there is no way of knowing how far 
ego functions must progress before the 
superego can be structured, and after the 
superego develops, it may: be impossible 
to tell whether the reaction comes from 
the ego or superego. Early remorse and 
“morality” may come from identification 
with the parents before the superego de- 
velops. It is his opinion that the so-called 
archaic, pregenital superego is more ego 
than superego. 

According to Beres the sense of guilt is 
always a response to tension between ego 
and superego and is the hallmark of an 
internalized superego. He rejects the as- 
sumption that self-punishment is always a 
reaction from the superego and refers to 
the absence of guilt feelings, especially in 
children who may be self-destructive. He 
believes that the turning of aggression onto 
the self and early reaction formation are 
precursors of superego development rather 





than reactions in the superego. He wisely 
recommends a good deal more research in 
the study of superego development. 

René Spitz has a paper on “The Genesis 
of Superego Components” in which he em- 
phasizes the fact that identification with 
the aggressor plays an important part in 
the development of the superego. In this 
way, the young child helps to change pas- 
sive experiences into active ones. 

Mary Bergen reports on “The Effect of 
Severe Trauma on a Four-Year-Old Girl” 
in which she discloses how unconscious 
fantasies determined the way this child, 
whom she analyzed, reacted to the trauma 
of witnessing her mother killed by the 
father. This is a theme that Anna Freud 
has emphasized for many years. 

Vivian Jarvis discusses the problem of 
reading disability in her paper “Clinical 
Observations on the Visual Problem in 
Reading Disability.” She emphasizes the 
role of the fear of blindness in several 
children she analyzed. This fear was based 
on castration anxiety resulting from in- 
cestuous conflict. This study was based 
on analytic treatment of youngsters with 
reading disability. 

Phyllis Greenacre has a paper on “The 
Relation of the Imposter to the Artist.” 
According to her, the career imposter has 
serious ego and superego defects which pre- 
vent the development of good object re- 
lationships. His early ties to his parents 
lack real warmth, and there is an absence 
of genuine identification. His Oedipal 
conflict is re-enacted in each act of im- 
posture. The chief theme, however, is not 
the winning over of the mother in a 
libidinal way; it is the dethroning of the 
father and the taking over of his power. 

The artist also fails to resolve his Oedi- 
pal conflict. He spreads his influence and 
libido over the world and remains frus- 
trated in his relation to objects. This is 
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compensated by creativity, and he works 
feverishly to achieve what is denied him 
through real object relationships. 

As usual, the high quality of the papers 
we have learned to expect from “The 
Psychoanalytic Study of the Child” is main- 
tained in this number. I am sorry that 
several important papers-had to be omitted 
because one could not do justice to them 
in a few words. This publication is highly 
recommended, as are all the previous pub- 
lications of this Annual—Hyman S. Lip- 
MAN, M.D., Amherst H. Wilder Child 
Guidance Clinic, St. Paul, Minn. 


SIGMUND FREUD: COLLECTED 
PAPERS 

Authorized translation under the 
supervision of Joan Riviere 


New York, N. Y., Basic Books, Inc., 1959, five vol- 
umes (boxed) 


This first American edition of Freud’s Col- 
lected Papers is identical, except for the 
brown binding and the slightly smaller 
size, with the familiar large green volumes 
of the International Psychoanalytic Li- 
brary, Hogarth Press. This edition has 
used the same plates so that pagination, as 
well as every word, is identical. The 
smaller format is more convenient, and 
the large print is a pleasure often wished 
for in other books worthy of careful con- 
centrated study. These volumes are wel- 
come since they still are so rich psycho- 
analytically, although the field has de- 
veloped so well and has so far integrated 
with other disciplines that it is no longer 
true that “if it isn’t in the Collected Papers, 
it isn’t psychoanalysis.” Unsystematized 
and exploratory though they are, they will 
be required source reading for years to 
come, both for their psychoanalytic con- 
tent and for the contact they give the 
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reader with the fine mind and personality 
of the man who has so greatly influenced 
not only psychiatry but Western thought. 
—LeEon J. Saut, M.D., Media, Pa. 


THE PROBLEM OF DELINQUENCY 
By Sheldon Glueck 
Boston, Houghton Mifflin Co., 1959, 1,183 pp. 


Professor Glueck has performed a very 
valuable service by the publication of this 
excellent 1,200 page source book on juve- 
nile delinquency. The work is characterized 
by the high caliber of scholarship and the 
admirable amount of industry which has 
characterized the author’s publications ever 
since the appearance of his pioneer volume, 
Mental Disorder and the Criminal Law, 35 
years ago. 

The Problem of Delinquency is divided 
into four sections: “Incidence and Causa- 
tion,” “The Juvenile Court and _ the 
Law,” “Treatment,” and “Prevention of 
Delinquency.” ‘The included materials re- 
flect the author’s conviction that multiple 
forces and factors must be considered in 
any realistic approach to the delinquency 
problem. He draws heavily upon the im- 
portant contributions that he and his gifted 
wife have made in their studies of juve- 
nile delinquency during the past quarter 
of a century, with particular emphasis on 
their well-known prediction tables. 

There are 186 sources of material, most 
of them journal papers, reprinted in en- 
tirety. Fifty court opinions dealing with 
the basic legal issues involved in proceed- 
ings against juveniles are reproduced. The 
footnotes and references at the ends of 
chapters furnish an invaluable and almost 
inexhaustible bibliography on all aspects 
of delinquency. 

It is not possible to single out papers 
from a collection of such magnitude that 
starts with Lombroso, for special mention. 
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Among the authors, psychiatrists are well- 
represented. 

The editor expresses the hope that this 
teaching instrument will assist in training 
prospective prosecutors, judges, probation 
and parole officers, clinicians, and social 
workers in the intracacies of the problem. 
To be sure, there is much that the mem- 
bers of each of these professions will find 
here. And, now that modern medicine is 
stressing increasingly the importance of the 
social environment, it is to be koped that 
all departments of psychiatry will give this 
volume a place of prominence in recom- 
mended reading for medical students.— 
Manfred S. GuTrMACcHER, M.D., Balti- 
more, Md. 


CHILDREN’S VIEWS 
OF THEMSELVES 
By Ira J. Gordon 


Washington, D. C., Association for Childhood Edu- 
cation, 1959, 36 pp. 


In her foreword to Dr. Gordon’s little book, 
Gladys Jenkins says that the author “has 
made the feelings of children about them- 
selves come alive for us.” 

This is indeed what one experiences in 
going through the lively examples the 
author provides under such topics as the 
role of self-estimates in behavior; how self- 
concepts come about; how adults can esti- 
mate children’s self-concepts; how adults 
can help. 

First on the list in Dr. Gordon’s book 
is Kay, an early maturing girl in the physi- 
cal education class, who just “cain’t do it;” 
then Tim, an energetic seven-year-old who 
sees himself as able to “lick the world;” 
John, a gangling early adolescent, who feels 
alone, rejected, out-of-step and _ out-of- 
place; Mary, who views the world in bright 
colors and sees most of her interpersonal 
relationships as rewarding. 





The behavior of children, the author 
maintains, is greatly influenced by both 
their generalized and their specific notions 
about themselves. As to how these self- 
concepts come about, “perhaps the most 
important factor is the general climate of 
feeling which exists in the home.” But 
school and peer influences are also signi- 
ficant, Dr. Gordon adds. 

As to how adults can help, the author 
suggests: set realistic expectations; provide 
for productive and creative work; provide 
a variety of stimuli; trust children; and 
provide for immediate “feed-back,”—since 
the sooner the child receives evidence of 
the effectiveness of his response, the faster 
and better he will learn. As to “disci- 
pline,” many difficult situations can be 
avoided, the author maintains, if the 
teacher asks himself whether or not a cer- 
tain experience is really necessary for the 
child.—W. Carson RYAN, Pu.D., Univer- 


sity of North Carolina, Chapel Hill, N. C. 


THE CRIMINAL MIND 
By Philip Q. Roche 
New York, Farrar, Straus & Cudahy, 1958, 299 pp. 


This study is an attempt to improve com- 
munication between criminal law and 
psychiatry by Philip Q. Roche, M.D., the 
fifth winner of the Isaac Ray Award of 
the American Psychiatric Association. In 
essence, Dr. Roche proposes that society 
permit the psychiatrist to stick to his last 
and restrict his testimony as an expert in 
trials involving the criminal responsibility 
of the defendant to facts pertinent to his 
specialty and be excused from expressing 
opinions involving value judgments con- 
cerning the defendant and his actions, 
which he does not feel the psychiatrist is 
any better qualified to make than any edu- 
cated layman, and that such value judg- 
ments should be left to the jury after they 
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have been given all the available and 
pertinent facts, including the psychiatric 
facts. 

The devil in this book is the M’Naghten 
rule and, to a lesser extent, the “product” 
rule of the recent Durham decision, which 
he states, “belongs to the same filum of 
invertebrate abstractions, as does M’Nagh- 
ten, which can be put to a jury but not to 
a psychiatrist,” although the general re- 
action to the Durham decision is that it 
permits the psychiatrist greater freedom 
than heretofore in giving the psychiatric 
facts to the jury. Since their inception 
in 1843, the M’Naghten rules have been 
a bone of contention between lawyers and 
psychiatrists in English-speaking countries. 
They are briefly known as the “right and 
wrong tests.” Fortunately for the psychia- 
trists, the semantic hairsplitting concern- 
ing partial insanity and the nature of the 
delusions have gone by the board, but most 
of the states still adhere to that part of 
the M’Naghten rule which states that “in 
order to establish a defense on the ground 
of insanity, it must be clearly proved that 
at the time of the committing of the act 
the accused was laboring under such a 
defect of reason from disease of the mind 
as not to know the nature and quality of 
the act he was doing; or if he did know it, 
that he did not know he was doing what 
was wrong.” 

In 1954, Judge David L. Bazelon of the 
United States Court of Appeals for the 
District of Columbia in the case of Dur- 
ham versus the United States held that, 
as an exclusive criterion of criminal re- 
sponsibility, the right and wrong test is 
inadequate in that it does not take suf- 
ficient account of psychic realities and 
scientific knowledge and concluded that a 
broader test should be adopted; ‘viz, ‘the 
accused is not criminally responsible if his 
unlawful act was the product of mental 
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disease or mental defect.” Also of interest 
is the fact that the British Royal Com- 
mission on capital punishment in 1953 
recommended abrogation of the M’Nagh- 
ten rule leaving the jury to determine 
whether the accused was suffering from 
a disease of the mind or mental deficiency 
to such a degree that he ought not to be 
held responsible at the time of the com- 
mission of the crime. It would seem that 
there is a general movement in the di- 
rection, both by law and psychiatry, to 
consider mental illness as something for 
which the individual should be treated 
rather than be punished, and that a per- 
son should not be considered criminally 
responsible if suffering from a bona fide 
mental illness. 

The crucial question, therefore, is what 
society will accept as mental illness of a 
sufficient degree to exculpate the indi- 
vidual accused or convicted of a crime. Of 


particular interest, then, is Dr. Roche’s | 


second chapter, entitled, “What is Mental 
Illness?” In the first place, he suggests an 
operational definition, quoting Bridgeman, 
that “the true meaning of a term is to be 
found by observing what a man does with 
it, not by what he says about it.” 

When does mental illness become in- 
sanity? It would seem, according to Dr. 
Roche, that “when socially maladaptive be- 
havior reaches a point regarded by society 
as intolerable, the culture then provides 
expedients of alleviating the social tensions 
attending it, and that behavior so desig- 
nated as-mental illness merely becomes 
changed in name to insanity, which name 
carries with it a susceptibility to externally 
applied force which alters civil status.” 

He apparently feels that this does not 
change the fact of mental illness, observ- 
ing that marriage changes a girl’s name 
and alters her civil status; it does not 
change her. This is a questionable state- 
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ment, as the fact of marriage frequently. 
changes a girl’s previous behavior, so I 
wonder whether the chapter on “What is 
Mental Illness?” does not tend to confuse 
the issue and impair communication be- 
tween the lawyer and the psychiatrist 
rather than clarify it. However, as this is 
a complex, multidetermined phenomenon, 
the author is to be congratulated for at 
least trying to clarify this matter. Society 
is apparently prepared to concede that a 
criminal cannot be a criminal if mentally 
ill at the time the criminal act occurred. 
Then, if there is such a thing as a criminal, 
he must be basically different from the 
mentally ill person. However, Dr. Roche 
says that criminals differ from mentally ill 
people only in the manner we choose to 
deal with them. Why, then, do we choose 
to deal with them differently? According 
to Dr. Roche, for theological reasons. This 
type of thinking would seem to me to 
unduly confuse the issue, as from a prag- 
matic point of view there are many crimi- 
nals who by all medical tests are not men- 
tally ill but other criminals who by 
accepted psychiatric procedures are un- 
doubtedly suffering from mental illness. 
Society is beginning to recognize that it is 
this group that should be treated rather 
than punished. 

The book is well worth reading by all 
those concerned with the problem of 
criminal responsibility. The case reports 
are both interesting and instructive in 
demonstrating the split between law and 
psychiatry. Much of the language in the 
book borders on the obscure, which is un- 
fortunate because the intent is to improve 
not impair communication between the 
lawyer and the psychiatrist. Dr. Roche 
indicates from. his formulation that the 
psychopath is as sick as the psychotic but 
begs the question of responsibility by in- 
sisting that the psychiatrist is not compe- 





tent to judge responsibility, as this is a 
legal, moral judgment and not a medical 
matter. Be that as it may, the psychiatrist, 
as an educated layman, is expected by so- 
ciety to express value judgments based on 
his understanding of personality, and I 
am afraid he does not help the cause of 
justice if he refuses to participate. This 
is exemplified by the Ballem case. It is 
therefore not clear to me just what Dr. 
Roche recommends to improve our com- 
munications with lawyers, other than re- 
stricting the psychiatrist to purely medical 
testimony. 

The experience at Bellevue indicates 
that, by and large, the court accepts the 
opinion of impartial psychiatric experts, 
and although we have to cope with the 
M’Naghten rule and its modification under 
the code of criminal procedure, very few, 
if any, psychotic criminals have come to 
trial or been punished if they have. The 
rule does not give much trouble to the 
pragmatically oriented psychiatrist pro- 
vided the accused is psychotic. Dr. Roche 
does not suggest it, but an impartial court- 
appointed panel of psychiatrists would 
seem to be the best answer to the battle 
of the experts. The psychopath or char- 
acter disorder is another matter, and it is 
doubtful if society is going to consider 
them exculpable for a long time to come, 
and it is also doubtful if the best interests 
of psychiatry will be served if unconscious 
determinants are stressed by the psychiatric 
expert to the detriment of common sense. 
—Lewis I. SHarp, M.D., New York, N. Y. 


THE STUDENT AND MENTAL 
HEALTH: AN INTERNA- 

TIONAL VIEW 

New York, World Federation for Mental Health, 
1959, 495 pp. 

This volume is the report of the first Inter- 
national Conference on Student Mental 
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Health, which brought together mental 
health workers primarily interested in col- 
lege students. Regrettably, but necessarily, 
the conference had to be small, but for- 
tunately this excellent report will give evi- 
dence to those who could not attend some 
idea of the broad spectrum and the high 
level of the meeting and some idea of the 
major problems discussed. 

Farnsworth’s opening paper entitled 
“Why Have a Conference” led into a report 
by student delegates from various countries 
on their views of mental health. Next, a 
representative from each of the countries 
gave a brief survey of the basic problems of 
student mental health in his native land. 
Erikson, by means of his excellent con- 
ference discussion on “Late Adolescence,” 
seems to have keynoted the conference, for 
the various groups began their discussions 
by considering his work and his thesis on 
the problems of “Identity Crises.” Leo Ber- 
man, Helen Ross, Margaret Mead, H. B. M. 
Murphy, and Ehrich Fromm also intro- 
duced conference discussions, the caliber of 
which are all of the high level expected of 
these well-known individuals. Dr. Berman’s 
chapter on group work with educators is 
especially noteworthy, as he outlines the 
various advantages and pitfalls connected 
with it. Few of us realize the vast amount 
of dedicated work which Berman, Farns- 
worth, and others have done to convince 
administrators and faculty members of col- 
leges of the advantages of mental health 
programs in their institutions. Helen Ross 
addressed herself to that ever-challenging 
problem: the role of the teacher and how 
much, if any, therapy should be asked of 
her. There is no doubt but that she speaks 
with authority, and one can readily agree 
with her conclusions. 

It is not possible to comment at length 
upon all of these excellent presentations, 
much as one would like to do so. Here are 
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excellent insights by Erich Fromm, Mar- 
garet Mead, and numerous others less well- 
known but just as intense in their efforts— 
individuals who are blazing new trails in 
areas heretofore isolated. One can state 
without however, that the 
whole tenor of the work is excellent. The 
fact that Funkenstein and his colleagues 
were able to digest more than a million and 
a half words and put them into an informa- 
tive, readable, interesting sequence is a 
major feat in itself. 

The group discussions are of high level, 


reservation, 


whether concerned with married students 
or with those students who seem to their 
teachers to fit Browning’s words: “Small 


finite clods untroubled by a spark,” (page 
257.) There are discussions of relationships 
with faculty, the institution of programs 
in small colleges, the students who need 
help and reject it, etc. One notes with re- 


gret that those who are in the forefront of 
opposition to mental health programs are 
frequently the physicians and surgeons. 

There is no doubt at all but that this 
was a fruitful conference and no doubt, 
either, that it is reported in superior fash- 
ion. It is probable that all meetings con- 
cerned with the mental health of college 
students for the next decade will have close 
reference to the work reported in this vol- 
ume. It is to be highly recommended.— 
Francis J. BRACELAND, M.D., The Institute 
of Living, Hartford, Conn. 


EVOLUTION OF NERVOUS CON- 
TROL FROM PRIMITIVE 
ORGANISMS TO MAN 

Edited by Allan D. Bass 


Washingion, D. C., American Association for the 
Advancement of Science, 1959, 240 pp. 


The title of this book implies an aspira- 
tion rather than fulfillment; one finds little 
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more than generalities concerning the evo- 
lution of nervous systems, and chief preoc- 
cupation with the behavior of the mam- 
mal. The preface hopefully outlines a 
most worthwhile project; the introductory 
chapter states its philosophical implica- 
tions; and three following papers deal re- 
spectively with the chemical nature of 
embryonic organizers, with adaptations 
and differentiations of fundamental neural 
processes, and with the electrophysiology 
of the neurone. The next three papers 
deal with brain chemistry in the mammal 
and the reaction of the brain to chemical 
agents, paying only lip service to the evo- 
lutionary theme. These are followed by 
chapters on behavior after brain damage 
and a statement of psychoanalytic tech- 
niques and interpretations. The book does 
encompass a variety of approaches to the 
functioning of the nervous system, if not 
a review of its origins and development 
toward man. No discussion of one paper 
by the author of another is included, nor 
has any author significantly correlated his 
material with that of another, in what was 
originally delivered as a symposium. 
Nothing said here need be taken as dis- 
paragement of the too-individual presen- 
tations at a conference on a common 
theme. The high points of the various 
papers for this reviewer are as follows, 
necessarily torn from their interpretative 
contexts and reluctantly omitting a per- 
sonal evaluation of respective merits: The 
agents which determine development in 
the nervous system (Niu) are of the nature 
of nucleoproteins, the inductive specificity 
being controlled chiefly by the ribonucleic 
acid component. Presumably the RNA, 
given its specific configuration from pat- 
terning by the hereditary DNA of the nu- 
cleus, becomes further specific with respect 
to its combinations with proteins, and any 
one organism, containing a multitude of 





genes, develops a corresponding number 
of species of nucleoproteins to direct its 
differentiation. Nerve conduction (Pros- 
ser) is presented as a special development 


of the biochemical polarization of cell, 


membranes in general, further differen- 


tiated in various directions to form specific 


adaptive mechanisms. It is particularly 
noted that ‘these adaptations of nervous 
properties are not necessarily to be ar- 
ranged in a single evolutionary sequence, 
culminating in the mammalian brain. 
That is, of the various potentialities of 
nervous tissue, any one organism may de- 
velop to a high degree of efficiency one 
aspect of function, which may still be func- 
tional at a lower level of elaboration in a 
nominally higher animal. 

With this theme as a guiding concept, 
this chapter on comparative physiology is 
the one most oriented toward the evolu- 
tionary viewpoint. Increase in number of 
cells, in their interconnections, and selec- 
tive distribution of nerve cell potentiali- 
ties to appropriate integrative and facilita- 
tory mechanisms constitute the process of 
nervous system evolution. Grundfest (Evo- 
lution of Conduction) reviews again the 
primitive nerve cell’s differentiation and 
discusses the functions of different parts 
of the neurone with respect to electro- 
genesis, putting final and greatest empha- 
sis on chemical transducer action at syn- 
apses. He justifies his title chiefly by the 
inference that chemical transmission may 
have preceded all-or-none conduction, 
without consideration of the different con- 
notations of evolution and of adaptation 
emphasized by Prosser. 
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There follows a discussion (Koelle) of 
the chemistry and pharmacology of neuro- 
humeral agents, acting at synapses or other- 
wise; a study (Brady) of the effects of drugs, 
particularly certain tranquilizers, on _be- 
havior of mammals, in carefully designed 
experimental situations; and a more gen- 
eral essay on the chemistry of brain com- 
ponents (Page) and the effects of chemical 
agents or brain function. The last two 
papers leave the evolutionary field en- 
tirely, both dealing with aspects of nerv- 
ous system activity in mammals. The first 
of these (Teuber) describes the results of 
psychometric tests on human subjects with 
localized brain lesions or ablations. The 
second (Mirsky) appears to accomplish a 
psychoanalysis of psychoanalysis, neither of 
which procedures is within the competence 
of this reviewer, but the chapter is no less 
intriguing on that account. 

What is missing here, if the promise of 
the title were to be fulfilled, is a logical 
tracing of the chemical, physiological, and 
organizational behavior of successively 
higher nervous systems. One of the fea- 
tures of such an analysis should be the dis- 
tinction noted by Prosser between the par- 
ticular sequence of changes along, say, the 
primate limb of our family tree, and the 
adaption of various nervous systems along 
other branches to the specific environments 
they have invaded. Man may be the apical 
florescence on his family tree, but a lot of 
interesting and successful nervous systems 
adorn its lower branches, some of them 
showing better self-control than does our 
own.—GEorGE H. BisHop, M.D., Wash- 
ington University, St. Louis, Mo. 
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NAMH ESTABLISHES 
RESEARCH FOUNDATION 


Embarking on a greatly expanded program 
of research in the field of mental illness, the 
National Association for Mental Health has 
set up a new foundation to conduct all asso- 
ciation research activities. 

The new foundation, known as the Re- 
search Foundation of the National Associa- 
tion for Mental Health, will allocate grants 
for projects and programs concerned with 
the causes, prevention, treatment and cure 
of the various mental illnesses. It will also 
provide fellowships for medical students in- 
terested in research on mental illness. 

Dr. Harold Elley, Wilmington, Del., for- 
merly chief of research of E. I. duPont de 
Nemours Company, is president of the new 
foundation. Its director is Dr. William 
Malamud, director of professional and re- 
search services of the NAMH and acting 
executive director of the association. 


TRAINING 


Letchworth Village, a state-supported insti- 
tution for mental defectives, administered 
by the Department of Mental Hygiene of 
the State of New York, has announced its 
1960-61 graduate course in mental retarda- 
tion. The institution is located at Thiells, 
N. Y., 30 miles north of New York City. 
Four institutes of three weeks each will 
be given during the current academic year. 
The dates are: September 19-October 7, 
1960; October 17—~November 4, 1960; March 
13—March 31, 1961; April 10—April 28, 1961. 
The course is intended to supplement the 
training of the psychiatric and pediatric 
resident and to broaden the perspective of 
medical staffs of institutions. Lecture sem- 
inars, lecture demonstrations and individ- 
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ual evaluation of assigned cases, supported 
by case seminars, constitute the basic teach- 
ing modalities of each institute. 

There are no tuition fees for the course, 
but residency centers and institutions are 
expected to be responsible for salaries of the 
staff members while they are in attendance. 
Funds are provided by the National Insti- 
tute of Mental Health to cover the cost 
($45) of room and board and the cost of 
transportation for one round trip between 
the home station and Letchworth Village 
at the minimum plane, railroad or bus 
tariff. 

Application forms and further informa- 
tion may be secured by addressing: 

The Program Director, Graduate Train- 
ing Division, Letchworth Village, Thiells, 
Rockland County, New York. 


Forty college students from several Western 
states recently completed a 10-week pilot 
mental health summer work and study 
program designed to interest young people 
in the mental health disciplines. The seven 
Colorado state institutions participating in 
the University of Colorado program gave 
the students actual work experience in an 
institutional setting. Co-sponsoring the 
program were the state of Colorado, the 
Western Interstate Commission for Higher 
Education and the state and local mental 
health affiliates. 


The new mental health careers program be- 
ing conducted by the National Association 
for Mental Health got underway last month 
with the opening of the nation’s schools. 
The NAMH has prepared a guide for its 
local mental health affiliates outlining sug- 
gested procedures to follow in working with 





school and youth groups on community 
careers programs. 

The association is also preparing kits of 
materials for school personnel: principals, 
counselors, health educators. These ma- 
’ terials will include suggestions on ways 
educators can excite students’ imaginations 
about careers in mental health. 

The NAMH has also sent out letters to 
all school counselors who are members of 
the American Personnel and Guidance Asso- 
ciation to acquaint them with the mental 
health manpower shortage and to announce 
that they will soon be receiving information 
material on the new careers program. 


* * * 
CARE AND TREATMENT 


The Philippines has greatly improved its 
mental health services, with the assistance 
of the World Health Organization. The 
National Mental Health Hospital has been 
modernized and is rapidly undergoing fur- 
ther improvements; mental health workers 
are being trained; mental health clinics are 
being set up in the provinces; and the crea- 
tion of a mental health division in the De- 
partment of Health is going ahead. 

The Philippine Mental Health Associa- 
tion, founded 10 years ago, has today a 
membership of over 32,000. The Associa- 
tion runs guidance clinics in Manila and in 
two provincial cities. Since the future 
mental health of a country depends largely 
on finding and treating mental disorders in 
children as early as possible, the association 
has started a mobile mental health clinic 
which serves the schools in Manila. 


More persons in England and Wales are 
entering mental hospitals, but the average 
length of their stay has decreased, according 
to a supplement on mental health to the 


Notes and Comments 


Registrar-General’s Statistical Review of 
England and Wales for the Years 1954- 
1956. 

In 1956, 83,994 people were admitted to 
mental hospitals in England and Wales; 56 
per cent of them were on first admission. 
These figures showed an increase over 1951 
of 23 per cent for men and 22 per cent for 
women. The number of people going in 
for a second or subsequent stay had also in- 
creased: by 75 per cent for men and 79 per 
cent for women. By 1956 the proportion of 
voluntary patients among first admissions 
had reached 78 per cent. 

Yet the number of patients in hospitals 
at the end of the year went down from a 
maximum of 148,080 in 1954 to 145,593 in 
1956. These figures include a decrease of 
5,312 among patients aged 55 or less but 
an increase of 2,825 among patients over 
that age. 

First admissions for alcoholism rose from 


~ $94 in 1952 to 458 in 1956; readmissions 


rose from 274 to 574. For psychoses of all 
kinds, most admissions were of persons in 
urban areas with a population of less than 
100,000. For schizophrenia the highest rates 
of admissions were most frequent among 
people in urban areas with populations of 
less than 50,000. Admission rates and read- 
mission rates were at their lowest among the 
managerial occupations, highest among un- 
skilled workers. 


STUDIES AND REPORTS 


Results of the first five years in the “new 
era” of mental hospital care were an- 
nounced by Dr. Paul H. Hoch, New York 
State Commissioner of Mental Hygiene, at 
the annual meeting of the New York Asso- 
ciation for Mental Health. 

Quoting a report to Governor Nelson A. 
Rockefeller on the period 1955-1960, Dr. 
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Hoch pointed to a reduction of 4,949 in the 
total number of New York State mental 
hospital patients. On March 31, 1960, the 
report indicated, there were 88,610 patients 
in the department’s 18 mental hospitals. 

“Throughout the history of the mental 
hospitals, there was a constant increase in 
resident population,” Dr. Hoch observed, 
“until 1955 when the rising trend was sud- 
denly and dramatically reversed. The peak 
was' reached in June, 1955, when we had 
93,559 patients. In recent years the increase 
had averaged 2,000 annually. If the rising 
trend had continued, we would have had an 
increase of 10,000 patients since 1955. In- 
stead we have had a reduction each year so 
that our patient census is now some 5,000 
less than it was in 1955.” 

“It is significant,” Dr. Hoch continued, 
“that this decrease has occurred during a 
period of rapidly rising admissions (21,500 
in 1955; 26,500 in 1960). This means that 
in reducing our population we were absorb- 
ing a substantially larger number of new 
patients each year. We were able to do this 
because of a 40 per cent increase in the 
number of patients released.” 

The higher release rate, he said, is a direct 
result of vast improvements in the thera- 
peutic program including large scale use of 
the tranquilizing drugs, intensive treatment 
for newly admitted patients, the develop- 
ment of milieu therapy, and the establish- 
ment of the open ward policy. 


* - * 


A county-by-county report on annual wages 
lost due to the hospitalization of persons 
at the Wyoming State Hospital has been 
issued by Mr. Robert Kelso, a hospital staff 
member. Mr. Kelso estimates that the an- 
nual lost earnings of potentially employable 
male patients would total $672,612,000. The 
annual lost earnings of female patients he 
estimates at $106,599,000. 
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A workshop on the voluntary insurance pro- 
grams now being offered in Ohio, as they 
relate to the benefits for psychiatric care, 
was held last month. The Mental Health 
Federation of Ohio in co-operation with the 
state Department of Mental Hygiene and 
Correction brought together experts in the 
fields of psychiatry, hospitalization of the 
mentally ill, and insurance to examine the 
Ohio programs. 


* * * 


Seventy-three per cent of all the Blue Cross 
Hospital Service Plans in the U. S. and Can- 
ada carry a minimum 21-day hospitalization 
provision for mental and nervous disorders. 
This was disclosed in Fact Sheet No. 12 
issued by the Joint Information Service of 
the American Psychiatric Association and 
the National Association for Mental Health. 

Of the 85 Blue Cross plans, 62 carry this 
minimum provision, the report states, point- 
ing out that this represents a sharp increase 
during the past five years. In 1955, only 
39 plans included this coverage. During 
this same period, too, the number of plans 
excluding mental and nervous disorders en- 
tirely has decreased from 21 to 12. 

However, the report notes that “only 
seven Blue Cross plans in the United States 
and Canada offer their subscribers a certifi- 
cate or certificates covering the mental ill- 
nesses to the extent that most physical ill- 
nesses are covered.” 

In many of the plans’ provisions, benefits 
offered are provided only on the “contract- 
ing hospitals” or “general hospitals” thereby 
excluding the subscriber treated in private 
(or public) mental hospitals. 


Normal persons seem to have a built-in 
capacity for solving many of the problems 
associated with growing up which in time 





enable them to work out their own ways of 
adjusting to the workaday world. This is a 
conclusion reached by a team of University 
of Minnesota child psychologists who 
studied the behavior and adjustment pat- 
terns of students and young adults in Nobles 
county between 1950 and 1957. The study 
of the entire school-age population in the 
county, between ages 9 and 17 years, was 
headed by two former directors of the uni- 
versity’s Institute of Child Development and 
Welfare, Dr. John E. Anderson and Dr. Dale 
B. Harris. A summary of the results of the 
survey is found in a monograph entitled A 
Survey of Children’s Adjustment Over 
Time published in 1959 by the Institute of 
Child Development and Welfare, University 
of Minnesota, Minneapolis 14. A full re- 
port of the findings will be published by the 
institute at a later date. Copies of the 


summary are available upon request to the 


institute. 
* o o 


Parents who institutionalize their retarded 
child do not necessarily love him less or 
treat him with less affection than those who 
are able to keep him at home. In fact, 
parents’ attitudes toward mental retarda- 
tion and their retarded child appear to be 
only a minor factor in the decision to insti- 
tutionalize. 

This was one of the significant findings of 
a two-year study of factors influencing the 
institutionalization of the mentally re- 
tarded in New York City released by the 
New York State Commissioner of Mental 
Hygiene, Dr. Paul H. Hoch. It was noted 
during the study. that the proportion of 
parents who showed considerable attach- 
ment to their retarded child and displayed 
warmth, love and affection was equally high 
among parents who kept their child at home 
and those who were forced to institutional- 
ize because of home problems. 
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Conducted by Dr. Gerhart Saenger, di- 
rector of the Research Center of New York 
University’s Graduate School of Public Ad- 
ministration and Social Service, the study 
was made under the auspices of the New 
York State Interdepartmental Health Re- 
sources Board. It was designed “‘to cast fur- 
ther light on the many faceted social-med- 
ical problem of retardation, with particular 
emphasis on clarifying the factors related to 
institutionalization and the complex inter- 
action between these factors.” 


LEGISLATION 


Secretary of Health, Education and Welfare 
Arthur S. Flemming has sent to the Con- 
gress a draft bill to strengthen and augment 
Federal and Federal-State programs directed 
toward improvement of the Nation’s health 
resources in the critical fields of professional 
health manpower and of facilities for pa- 
tient care. 

The proposed legislation would: (1) re- 
vise, consolidate and improve the Hospital 
and Medical Facilities Construction Grant 
Program now authorized by Title VI of the 
Public Health Service Act; (2) amend Title 


VII of the Act to authorize a 5-year program 


of construction grants for teaching facilities 
which would expand the training capacity 
of schools of medicine, dentistry, osteopathy 
and public health; (3) authorize a five-year 
program of project grants to schools of 
public health and to those schools of nurs- 
ing and engineering which provide post- 
baccalaureate training of public health 
nurses and engineers, for the puropse of 
strengthening or expanding graduate public 
health training in such schools; and (4) 
authorize a five-year program of Federal 
credit assistance in the construction of 
group practice facilities, with the Federal 
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Government guaranteeing payment of the 
debt service on obligations issued to finance 
such construction. 


The U. S. Senate has voted to appropriate 
$110,800,000 for the 1961 budget of the Na- 
tional Institute of Mental Health. This is 
$43,237,000 more than the total proposed 
by the administration, $30,937,000 over the 
House allowance and $42,710,000 more 
than the 1960 budget. The measure was 
scheduled for final Congressional action as 
this issue of Mental Hygiene went to press. 

The Senate Committee Report on Depart- 
ment of Health, Education and Welfare ap- 
propriations includes recommendations for 
expansion of NIMH research, research fel- 
lowship, training and clinic programs. 

The Committee recommended $42,150,- 
000 for the research grant program of the 
Institute, an increase of $11,460,000 over the 
House allowance and $15,460,000 over the 
budget estimate. Of this recommended in- 
crease, the Committee directed that $1 mil- 
lion be allocated to research on aging. The 
Committee also recommended an additional 
$1.5 million over the budget estimate for 
the Psychopharmacology Service Center for 
“research on the mode of action and clin- 
ical effectiveness of new psychiatric drugs.” 

Further, the Senate provided $5,139,000 
for construction of a Mental Health Neu- 
rology Research Facility; the balance of $7 
million is to be provided by the Neurology 
Institute. 

Also recommended is the sum of $2 mil- 
lion for the creation of “regional clinical 
research units designed to intensify the accu- 
mulation of research knowledge and to 
make certain that the latest research dis- 
coveries are promptly evaluated and used 
in various parts of the country.” The Senate 
Committee went along with the House 
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recommendation that $1 million be specifi- 
cally earmarked for research, training and 
demonstration projects in the field of juve- 
nile delinquency. 

To help “alleviate the severe shortage of 
psychiatric research workers,” the Com- 
mittee recommended an additional $2,094,- 
000 for 1961 for the research fellowship 
program. The budget estimate proposed 
to freeze this program at the 1960 level of 
$1,996,000. The Committee also recom- 
mended the sum of $1 million for the sup- 
port of full-time research positions designed 
to “bolster the inadequate research training 
resources of our medical schools.” 

The Committee recommended $45 mil- 
lion for the training programs of the 
NIMH during fiscal 1961. The budget esti- 
mate had proposed a cut of approximately 
$4 million for training funds for the coming 
year. The House rejected this cut by add- 


ing $6,500,000 to the training program. 
Most of this increase, however, was ear- 
marked toward financing the “paying-out” 
of the graduate psychiatric training grants a 


year in advance. The Senate Committee 
recommended that $12,150,000 be allocated 
to provide for the forward financing of grad- 
uate training grants in psychiatry and re- 
lated areas. The Committee also recom- 
mended $5,300,000 for the general prac- 
titioner training program, an increase of $3 
million over the budget estimate. A total of 
$1 million over last year’s $300,000 was 
recommended for a training program of 
psychopharmacologists. 

The Committee recommended _ that 
$6,500,000 be allocated for the matching 
grant-in-aid program for the support of 
mental hygiene clinics and other community 
mental health services at the state and local 
level. This increase of $1,500,000 over the 
budget estimate is needed, the Committee 
report stated, “to bolster the basic clinic 
grants to the poorer states.” 





New Georgia mental health legislation 
effective last July 1, has been termed a “bill 
of rights for the mentally ill.” The new 
laws, passed in January by the state General 
Assembly, mean that mental patients in 
Floyd County will no longer be confined in 
jail cells while awaiting a sanity hearing or 
transportation to the state hospital. 

Two other major points are included in 
the new legislation: (1) Because mental pa- 
tients will retain their citizenship rights, 
they can communicate by sealed mail, re- 
ceive visitors and exercise all civil rights in- 
cluding the right to vote; (2) The law pro- 
vides that a person subjécted to a lunacy 
hearing must be served with a copy of the 
petition before he can be hospitalized; he 
must also be represented at the hearing 
either by an attorney or a guardian. 


Senator Pat McNamara of Michigan has in- 
troduced a bill (S. 3807) containing a 10- 
point Declaration of Objectives for Senior 
Americans and establishing a U. S. Office of 
Aging to deal with the full ranges of prob- 
lems affecting America’s 16 million senior 
citizens. 

Stressing the need for an Office of Aging, 
Senator McNamara said: “To date there 
has been no way to deal systematically with 
the complex and interrelated problems of 
the aged. Lack of co-ordination has led to 
wasteful duplication and overlapping of 
effort as well as neglect of problem areas in 
which there is a crying need for action.” 

The McNamara bill provides for three 
distinct types of grants: (1) a direct grant of 
$40,000 to each state for the necessary 
groundwork involved in the preparation of 
a state plan which must be approved before 
the state is eligible to receive further grants; 
the plan is to include an analysis of exist- 
ing services for the aged, a survey of current 
needs, and a listing of proposed projects in 
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order of priority; (2) matching grants for 
demonstration projects made in accordance 
with the Hill-Burton formula with the Fed- 
eral share ranging from one-third to two- 
thirds, depending on the per capita income 
of the state; (3) An additional $2 million in 
the form of grants to public and other non- 
profit institutions and organizations for re- 
search and training programs. 

The legislation calls for the creation of a 
new high-level position—an Assistant Secre- 
tary of Health, Education and Welfare for 
Aging—as well as an Advisory Committee 
and an Interdepartmental Committee on 
Aging. Senator McNamara cailed particu- 
lar attention to the inclusion of the Decla- 
ration of Objectives for Senior Americans 
in the proposed bill: an adequate income, 
the best possible physical and mental 
health; suitable housing; full restorative 
services for those who require institutional 
care; equal opportunity to employment; 
retirement in health, honor and dignity; 
pursuit of meaningful activity; efficient 
community services which provide social 
assistance in a co-ordinated manner; imme- 
diate benefit from proven research knowl- 
edge; freedom, independence and free exer- 
cise of initiative. 


AWARDS 


Four national agencies including the Na- 
tional Association for Mental Health hon- 
ored Congressman Melvin R. Laird of Wis- 
consin recently for his outstanding efforts in 
support of important health service legis- 
lation. 

Congressman Laird was also honored by 
the American Cancer Society, Research to 
Prevent Blindness, Inc., and the American 
Association of Medical Colleges. In the 
near future the same four organizations 
will present similar testimonial awards to 
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U. S. Senators Margaret Chase Smith of 
Maine and Lister Hill of Alabama and to 
Congressman John E. Fogarty of Rhode 
Island. The Senators are leading members 
of the Senate subcommittee on appropria- 
tions for health agencies; the congressmen 
are leading members of the House subcom- 
mittee on appropriations. 


PUBLIC INFORMATION 


The Cleveland Health Museum has a new 
“Wonder of New Life” exhibit portraying 
the miracle of human reproduction. This 
exhibit is not limited to a portrayal of the 
so-called ‘“‘facts of life” but includes for the 
first time such important subjects as hered- 
ity, mental health, the story of fertilization. 
The mental health part of the exhibition is 
called “preparing for the third child.” 
Against the background of a life-size living 
room and nursery diorama members of a 
three-generation family simulate by sights, 
sounds and slides the emotional up’s and 
down’s experienced when expecting a new 
member of the family. 

The opening of this new exhibition is 
part of the $106,000 “new look” develop- 
ment program which calls for complete 
modernization of all Cleveland Health Mu- 
seum exhibits. 


The National Association for Mental 
Health has presented an award to the Out- 
door Advertising Association of America, 
Inc., “for an outstanding job in bringing 
the problem of mental illness to the atten- 
tion of the American people.” 

The Outdoor Advertising Association is 
made up of many thousands of individual 
outdoor advertising companies throughout 
the country. This association has endorsed 
the public education campaigns of the 
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NAMH since 1956, encouraging its member 
firms to allocate free space for mental health 
posters. The number of posters displayed 
in roadside billboards has doubled since 
the first year of the program. 


APPOINTMENTS 


The Minnesota Department of Public Wel- 
fare has announced the appointment of Dr. 
Herbert O. Dorken, consultant psychologist, 
to the post of director of community mental 
health services. 


Dr. Bernard C. Glueck, professor of psy- 
chiatry at the University of Minnesota, re- 
signed effective July 15 to become director 
of research, Institute of Living, Hartford, 
Conn. 


MEETINGS 


The Third World Congress of Psychiatry 
will be held in Montreal from June 4-10, 
1961 under the auspices of the Canadian 
Psychiatric Association and McGill Uni- 
versity. Copies of the “First Announce- 
ment” can be obtained by writing to the 
General Secretary, Third World Congress of 
Psychiatry, Allan Memorial Institute, 1025 
Pine Avenue West, Montreal 2, P. Q., 
Canada. 
* * _ 


The scientific sessions of the mid-winter 
meeting of the Academy of Psychoanalysis 
will be held December 10 and 11, 1960, at 
the Hotel Biltmore in New York City. The 
theme of the first day’s meeting will be “The 
Role of Values in the Psychoanalytic Proc- 
ess.” The second day’s meeting will be 
devoted to a series of papers by members 





of The Academy. Inquiries may be ad- 
dressed to Joseph H. Merin, M.D., Secre- 
tary, The Academy of Psychoanalysis, 125 
East 65th Street, New York 21, N. Y. 

President of the Academy for 1960-61 
is Dr. Frances S. Arkin, one of the founders 
of the first psychoanalytic institute in this 
country to be connected with a medical 
school. 


The Eighteenth Annual Reading Institute 
at Temple University will be held in Phila- 
delphia January 23 through January 27, 
1961. The theme will be “Reading Prob- 
lems: Diagnosis and Treatment.” Further 
information may be obtained by writing to 
The Reading Clinic, Department of Psy- 
chology, Temple University, Philadelphia 
22, Pa. 


The American Psychiatric Association will 
hold its Twelfth Mental Hospital Institute 
at the Hotel Utah in Salt Lake City October 
17-20, 1960. The main theme will be 
“Needs of the Mentally Ill: Types of Effec- 
tive Action Between the Community and 
Its Hospital Facilities.” Enrollment forms 
may be obtained from the APA Mental 
Hospital Service, 1700 18th St. N. W., Wash- 
ington 9, D. C. 


The Illinois Psychiatric Advisory Council 
and the Galesburg, Ill., State Research Hos- 
pital are holding a Tenth Anniversary Sym- 
posium on October 21-22, 1960, at the 
Hotel Custer in Galesburg. The symposium 
will deal with biological, psychological, and 
sociological research approaches to current 
psychiatric problems. For further informa- 
tion, write to: Thomas T. Tourlentes, M.D., 
Superintendent, Galesburg State Research 
Hospital, Galesburg, Ill. 


Notes and Comments 


The World Federation for Mental Health 
held its thirteenth annual meeting in Edin- 
burgh, Scotland, August 8 through August 
13. On August 12 a trans-Atlantic confer- 
ence of medical and psychiatric leaders in 
the United States and Canada was held via 
a trans-oceanic telephone hook-up. A panel 
of four doctors attending the Edinburgh 
meeting electronically joined a panel of 
Americans located at the Carnegie Endow- 
ment for Peace in New York City to dis- 
cuss the particular problems of the aged. 


The American Psychosomatic Society will 
hold its eighteenth annual meeting at Chal- 
fonte-Haddon Hall in Atlantic City, N. J., 
April 28-30, 1961. The Program Com- 
mittee would like to receive titles and ab- 
stracts of papers for consideration for the 
program. Time allotted for presentation 
of each paper will be 20 minutes. The 
deadline for the submission of abstracts is 
December 1, 1960, and the abstracts should 
be not more than two typewritten pages in 
length. The Program Committee would 
like to receive nine copies of each abstract. 
These should be addressed to the Program 
Committee Chairman, American Psychoso- 
matic Society, 265 Nassau Road, Roosevelt, 
New York. 


The American Academy of Psychotherapists 
will hold its Fifth Annual Conference at 
the Hotel Carter in Cleveland on October 
15 and 16, 1960. The title for this meeting 
is “Psychotherapy—Healing or Growth.” 
There will be at least four panelists and a 
moderator, seated in the style of theater- 
in-the-round. The discussion is to be 
impromptu and no papers will be read. 
Chairman is Dr. O. Spurgeon English. For 
further information write to Dr. Bill J. 
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Barkley, Chairman, 1865 Coventry Road, 
Cleveland Heights 18, Ohio. 


Dr. E. Vincent Askey, president of the 
American Medical Association, will be the 
principal speaker at the Friday banquet 
highlighting the 1960 annual meeting of 
the National Association for Mental Health. 


The meeting will be held in Denver Novem-” 


ber 17-19, 1960. Dr. Askey recently said 
that he would like to dedicate himself dur- 
ing his year as AMA president “toward 
finding solutions to the problem of mental 
illness.” 

Dr. Francis J. Braceland, psychiatrist-in- 
chief of the Institute of Living in Hartford, 
Conn., will deliver a talk officially launching 
the 1960 convention on Thursday noon, 
November 17. Dr. James B. Austin, admin- 


istrative vice president, research and tech- 
nology, U. S. Steel Corporation, will speak 
at the Business and Industry Luncheon on 
Saturday. 

The theme for the four-day meeting will 
be “A Decade of Progress” in observance of 
the tenth birthday of the NAMH. 


The Academy of Religion and Mental 
Health will hold its Fourth Academy Sym- 
posium at Arden House, Harriman, N. Y., 
November 18-20, 1960. The theme is ““The 
Place of Value Systems in Medical Educa- 
tion.” Attendance is by invitation only. 
The proceedings of these symposia are 
available in book form at cost through the 
offices of the Academy, 16 East 34th Street, 
New York 16, N. Y. 

The Academy will hold its second annual 
meeting at the Hotel Biltmore in New York 
City January 18-20, 1961. Reservations 
may be made through the offices of the 
Academy, 
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An institute on the Rehabilitation of the 
Emotionally Disturbed was held at Boston 
University in June. The two-week institute 
included as participants top leaders in the 
field of mental health. 


The fifty-fifth annual meeting of the Amer- 
ican Sociological Association was held at the 
Statler Hilton Hotel in New York City 
August 29-31, 1960. It brought together 
sociologists from all over the country for a 
program of 86 sessions designed to study 
the many facets of society with which sociol- 
ogy is concerned. A number of the mcre 
than 300 papers presented were focused on 
issues currently in the foreground of both 
international and domestic news. 

Studies dealing with world problems took. 
up various aspects of sociology applied to 
African culture and the effects of western- 
ization; the place of science, population 
controls, status concept in Russia, China 
and other communist countries; mass media 
in Latin America; health social practices 
in Puerto Rico and planning and develop- 
ment in underdeveloped countries. 

Reports on the domestic scene included 
sociological studies on politics, surburban 
voting trends, bias and attitudes; race re- 
lations, desegregation effects. Studies in 
industrial sociology presented analyses of 
leadership, conflicts, power structure in and 
between unions and management. Sessions 
on the Sociology of Deviation offered new 
insight on person and property offenders 
and types of sex offenders. 


PUBLICATIONS 


Two new Joint Commission on Mental IIl- 
ness and Health monographs have recently 
been published. Americans View Their 





Mental Health, published by Basic Books, 
Inc., and written by Gerald Gurin, Joseph 
Veroff and Sheila Feld, is based on a nation- 
wide interview survey conducted by a term 
of field investigators from the University of 
Michigan’s Survey Research Center. 

These investigators asked thousands of 
Americans representing a cross-section of 
the population questions concerning mental 
health. The study set out to examine two 
general categories. One is the way individ- 
uals feel they have adjusted to life, whether 
they think they are happy or unhappy, wor- 
ried or unworried, the picture they have of 
themselves and their attitudes toward three 
important areas of their lives:’ marriage, 
parenthood and work. The second cate- 
gory deals with how people cope with prob- 
lems; what motivates them to seek help; 
where they turn for it; how effective they 
think help has been; why some people fail 
to seek help and how they get along with- 
out it. 

The second new Joint Commission mono- 
graph is entitled Epidemiology and Mental 
Illness published by Basic Books, Inc., and 
written by Richard J. Plunkett and John 
E. Gordon. This book reviews the history of 
epidemiological efforts in the field of mental 
health and discusses 11 surveys of mental 
illness in various communities. 


The National Association for Mental 
Health has published three catalogs of men- 
tal health materials for 1960-61. The List 
of Mental Health Publications and Audio- 
Visual Aids includes 12 new references this 
year. The Catalog of Selected Publications 
About Mental Illness and the Special 
Listing of Mental Health Publications 
About Children and Adolescents also in- 
clude several new publications. 


Notes and Comments 


Of interest to many community groups and 
many individuals in the clinical professions 
is a new volume issued by the New York 
State Department of Mental Hygiene under 
the title A Guide to Communities in the 
Establishing and Operation of Psychiatric 
Clinics. The guide is based on the ex- 
tended clinical and field consultant experi- 
ence of the authors: Luther E. Woodward, 
Ph.D., and Winifred W. Arrington, M.SS., 
mental health representatives in the Divi- 
sion of Community Services of the New 
York State Department of Mental Hygiene. 
The book may be ordered through the Divi- 
sion at 240 State Street, Albany, N. Y. Cost 
is $2.00 per copy, prepaid and properly 
drawn checks must accompany all orders. 


A 24-page booklet describing the history of 
the mental health movement in Maryland 
from 1797 to 1960 has been published by 
the Maryland Association for Mental 
Health. The new booklet, entitled “A 
Bell Must Ring,” includes photographs and 
comparative budgets chronicling the prog- 
ress of the movement. Free copies may be 
had upon request from the association at 
2100 N. Charles St., Baltimore 18. 


A report intended to stimulate the medical 
and legal professions to review the concepts 
of confidentiality in the physician-patient 
relationship and to consider the extent of 
legal rights of privileged communication 
in psychiatric treatment has just been pub- 
lished by the Group for the Advancement 
of Psychiatry. 

The 32-page report is titled Confidenti- 
ality and Privileged Communication in the 
Practice of Psychiatry. Copies may be ob- 
tained at 50 cents each from the Publica- 
tions Office, Group for the Advancement of 
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Psychiatry, 104 East 25th Street, New York 
10, N. Y. 


* * * 


The proceedings of the First International 
Medical Conference on Mental Retardation 
have been published. The volume includes 
800 pages and is profusely illustrated. 
Copies may be obtained, at $12.50 each, on 
approval if desired, from Grune & Stratton, 
Inc., 381 Park Avenue South, New York 16, 
N;Y. 


The Office of Mental Health Education and 
Information of the New York State Depart- 
ment of Mental Hygiene has published a 
pamphlet about the School for the Mentally 
Retarded at West Seneca, N. Y. Compli- 
mentary copies may be ordered from the 
Office at 240 State Street, Albany, N. Y. 


The School of Home Economics of the Uni- 
versity of Connecticut, Storrs, Conn., has 
published a new list of publications con- 
cerning teaching materials in the area of 
homemaker rehabilitation. Copies of this 
listing may be ordered from the School. 


A new booklet, How to Deal With Mental 
Problems, is replacing How to Deal with 
Your Tensions as the featured item in the 
newest phase of the Better Mental Health 
Campaign sponsored by The Advertising 
Council in behalf of the National Associa- 
tion for Mental Health. It is being offered 
free in single copies to individuals who 
request it in response to public service ad- 
vertisements in newspapers, magazines and 
transit facilities and on television and radio. 

How to Deal with Mental Problems was 
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written by NAMH public relations director 
Harry Milt. 


A report of the first Asian seminar on Men- 
tal Health and Family Life has been pub- 
lished. Entitled Reality and Vision, it was 
written by Dr. Tsung-Yi Lin. The seminar 
was held in Baguio, Philippines, in Decem- 
ber, 1958. It was sponsored jointly by the 
Government of the Republic of the Philip- 
pines, The Asia Foundation, the World 
Federation of Mental Health and the World 
Health Organization. 


The American Psychiatric Association has 
published A Descriptive Directory of Psy- 
chiatric Training in the United States and 
Canada, 1960. This is the third edition of 
the directory published by the APA in 1953 
and revised in 1955. In preparing this new 
edition the Committee on Medical Educa- 
tion of the APA decided that it would con- 
fine the content to information about train- 
ing programs approved by the Council on 
Medical Education and Hospitals of the 
American Medical Association and by the 
Royal College of Physicians and Surgeons 
in Canada. 


A volume containing the scientific papers 
and discussions from the divisional meeting 
of the American Psychiatric Association in 
Detroit in October, 1959, has just been pub- 
lished. It is edited by Jacques S. Gottlieb, 
M.D. and Garfield Tourney, M.D. The 
editors state in their introduction that “this 
is the first of what is hoped will be a long 
series of publications of the proceedings of 
divisional meetings.” 





MISCELLANEOUS 


The second “Operation Friendship” pro- 
gram designed to bring hundreds of thou- 
sands of visitors to the nation’s mental hos- 
pitals was termed a “repeat success” this 
year with many hospitals reporting a 100 
per cent increase in the number of visitors 
over 1959. The Friendship program was 
conducted during the first week of May, 
Mental Health Month. 


Conversion of the J. N. Adam Memorial 
Hospital in Perrysburg, N. Y., from a facil- 
ity for the care of tuberculosis patients to 
one for the mentally retarded is now under- 
way. 


The Jamaica, West Indies, Child Guidance 
Association has recently been organized. Its 
aim is to establish a Child Guidance Center. 
The Association is a voluntary one. It is 
under the patronage of Lady Blackburne, 
the wife of the Governor of Jamaica. 


Preliminary reports on the 1960 fund-rais- 
ing campaign conducted by the National 
Association for Mental Health indicate 
slight increases throughout the country over 
1959 with some areas reporting 10 to 20 per 
cent increases. 


A new national organization, The Family 
Institute, has been formed to combat and 
treat mental illness on a family rather than 
an individual basis. Its chairman is Dr. 
Nathan W. Ackerman, associate clinical pro- 
fessor of psychiatry at Columbia University. 
The new institute will have offices at 10 
East 44th Street, New York City. 


Notes and Comments 


Donald G. Paterson, a pioneer psychologist, 
retired in June after 39 years of service to 
the University of Minnesota. Now professor 
emeritus of psychology, he was a pioneer in 
the whole advance of student personnel, vo- 
cational and industrial counseling. He is 
the founder and former president of the 
American Association of Applied Psychol- 
ogy and was secretary of the American Psy- 
chological Association for six years. 


Mental disease is the top cause of physical 
disability retirements in the U. S. Navy and 
Air Force. This is revealed in a survey con- 
ducted with the help of Army, Navy and Air 
Force experts by the Army Navy Air Force 
Journal. 

In the Army, mental disease ranks second 
to tuberculosis; heart disease is a close third. 
In the Navy and Air Force, tuberculosis 
ranks behind mental illness and heart 
trouble. The study reveals a sharp reduc- 
tion in the number of disability retirements 
in the Army, Navy and Marine Corps, with 
a rise in such retirements among Air Force 
personnel. 


The American Contract Bridge League has 
selected the National Association for Men- 
tal Health as the beneficiary of its 1960-61 
charity program. The ACBL has pledged 
to raise at least $150,000 for the new Re- 
search Foundation of the National Asso- 
ciation for Mental Health. 

Each year the ACBL Board of Directors 
selects an official League beneficiary. Last 
year the American Red Cross Disaster Fund 
received over $161,000 from the charity pro- 
gram. Throughout the year 3,000 affiliated 
League clubs in the United States, Canada, 
Mexico and overseas raise funds for the se- 
lected beneficiary through special duplicate 
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games and tournaments. All card fees are 
contributed to the charity program. 


ARTICLES SCHEDULED FOR 
PUBLICATION IN COMING ISSUES 
OF MENTAL HYGIENE 


“Criteria for Involuntary Hospitalization of 
Psychiatric Patients in a Public Psychiatric 
Hospital” by Silas L. Warner. 

“What Is a Halfway House? 
Types” by Brete Huseth. 

“The Main Themes of Existentialism from the 
Viewpoint of a Psychotherapist” by Leif J. 
Braaten. 

“Psychology, Psychiatry and Mental Illness in 
the Mass Media: A Study of Trends, 1900- 
1959” by George Gerbner. 

“The Three Worlds of the Back Ward” by 
Olive M. Stone. 

“Recreational Preferences as Predictors of Par- 
ticipation in Mental Hospital Activities” by 
William E. Morris and Milton B. Jensen. 

“Meeting the Problems of Intake in Child Guid- 
ance and Marital Counseling” by Ruth C. 
Oakey. 

“An Open Service in a University Psychiatric 
Clinic” by Sally Dewees, Ruth F. Johnson, 
Saxton T. Pope and Mary A. Sarvis. 

“Improving Poor Work Adjustment through 
Psychodiagnostic Evaluation” by Paula C. 
Oken and Alfred L. Brophy. 

“Service Attitudes of Board and Staff Members 
of Community Mental Health Clinics” by 
Daniel N. Wiener and Allan A. Hovda. 

“A Survey of Employer Reactions to Known 
Former Mental Patients Working in Their 
Firms” by Reuben J. Margolin, 

“The Value of Supervision in Training Psychi- 
atrists for Mental Health Consultation” by 
Beulah Parker. 

“Status Stress and Role Contradictions: Emer- 
gent Professionalization in Psychiatric Hos- 
pitals” by William R. Rosengren. 


Functions and 


“Transitional Residences for Former Mental 
Patients: A Survey of Halfway Houses and 
Related Rehabilitation Facilities” by Henry 
Wechsler. 

“Psychiatric Care in Transition” by D. G. Mc- 
Kerracher. 

“Love as a Measure of Man” by Benjamin 
Mehlman. 

“The Psychology of Democratic Freedom” by 
Joost A. M. Meerloo. 

“The Prevention of Mental Illness” by Donald 
C. Klein. 

“Mental Health and Group Dynamics for Dis- 
cussion Leaders in Mental Health Programs” 
by Dell Lebo. 

“Hospital-Patient Relationships in Medicine and 
Psychiatry” by Thomas S. Szasz. 

“A Survey of Vocational Rehabilitation at Long- 
view State Hospital for 1959” by Harvey E. 
Wolfe. 

“The Reintegration of the Chronic Schizo- 
phrenic Patient Discharged to his Family and 
Community as Perceived by the Family” by 
Eva Deykin. 

“The Effects of an Activity Program on Chronic 
Psychotic Patients” by Margaret E. Hitt. 

“Personality Disorganization Camouflaged by 
Physical Handicap” by Lester A. Gelb. 

“A Telephone Interview: A Method for Con- 
ducting a Follow-up Study” by Catherine T. 
Bennett. 

“An Echo in Education” by Norma Parent. 

“On the Unity of Religion and Psychiatry” by 
Joseph H. Golner. 

“Pattern of Discharge and Readmission in Psy- 
chiatric Hospitals in Norway, 1926-1955” by 
OMrnulv Odegaard. 

“Permissiveness and Morality” by Jules Henry. 

“Children in Crisis” by Warren T. Vaughan, Jr. 

“The Personal Problems of College Students” 
by Ralph M. Rust and James S. Davie. 

“The Volunteer in Psychiatric Rehabilitation” 
by Winfred Overholser. 

“Situational Factors Contributing to Mental IIl- 
ness in the United States: A Theoretical Sum- 
mary” by John Arsenian. 
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